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Healthcare institutions tend to ignore the role healthcare workers (HCWs) play in shaping 
perceptions of and responses to service uptake. Lack of appropriate HCW skills and their 
perceived attitudes towards men who have sex with men (MSM) patients has been connected 
to “misdiagnosis, delayed diagnosis, and delayed treatment, leading to poor health prognosis 
and higher risk of transmitting HIV and other sexually transmitted infections to partners” 
(Smith, 2015).  
Research Aim:  
This study explores key factors at individual, group and societal levels which influence 
perceived HCWs attitudes towards MSM; and how this limits access to HIV prevention, 
treatment, and support and care services for the MSM population.   A Knowledge, Attitudes 
and Practices (KAP) study is conducted to evaluate the KAPs of HCWs and the ways in 
which these may affect service provision to MSM patients. The study aims to provide 
evidence-informed solutions required to equip HCWs with necessary skills to provide 
HIV/AIDS and quality healthcare services that are sensitive to the needs of MSM. 
Methods:    
The study employs qualitative methods and data will be collected through face-to-face 
interviews.  The social ecology model informs this study. Prospective participants include 
various health professionals, such as the head of the provincial health department, doctors, 
nurses, pharmacists, and technicians or medical students from two public healthcare facilities 
in Durban – King Edward VIII hospital and Imbalenhle clinic, in Pietermaritzburg.  Methods 
used were structured interviews in the form of focus group discussions and self-administered 
questionnaires.  These were conducted with various categories of HCWs in both healthcare 
facilities.  
Conclusions:   
HCWs  play  a  huge  role  in  influencing  responses  to  HIV  and  AIDS interventions 
among key population groups, including the perpetuation of stereotyping and stigma. There is 
a need for a multi-faceted intervention that addresses perceived HCW attitudes towards 
MSM. Lessons learned from other  studies  about  barriers  to  HIV  prevention  and  
management  may  have  application  in  other populations. 
Keywords: Healthcare worker attitudes; knowledge, attitudes and practices study; MSM 
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CHAPTER ONE: INTRODUCTION 
 
This chapter provides background information about healthcare work and relevant policies, as 
well as the motivation and objectives of the study. 
 In its definition, the national Nursing Act (2005) explains that a professional healthcare 
worker (HCW) is a qualified individual who is competent to independently practice 
comprehensive healthcare work and is capable of assuming responsibilities and being held 
accountable for health related practices. According to the Act, HCWs are well trained and 
equipped with skills to render quality care to all, and they are required to provide positive, 
non-judgemental services to encourage responsible health-seeking behaviours in patients.  
HCWs have a key role to play in the provision of non-discriminatory health provision due to 
their interaction with a wide range of population groups.  However, the reality is that the 
majority of men who have sex with men (MSM) are unable to access public health services 
without being judged by HCWs due to their sexual behaviours. This may result in lack of 
correct  diagnosis, wrong medication prescription and late treatment uptake which could 
serve as prevention of transmitting the Human Immunodeficiency Virus (HIV) and other 
sexually transmitted infections (STIs) to MSM partners (OUT 2013). 
Implementation of targeted prevention interventions for MSM in South Africa’s mainstream 
public health facilities is very limited.  Appropriate MSM health service provision is mostly 
restricted to metropolitan cities or urban areas (Desmond Tutu HIV Foundation 2011). This is 
in spite of the growing recognition that MSM are disproportionately affected by HIV; that 
MSM have been severely under-served by the country’s previous national HIV and 
tuberculosis (TB) response; and that MSM contribute considerably to sustaining high rates of 
new infections that are recorded every year (Imrie et al. 2008).  
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Regardless of policy recognition by the South African National AIDS Council (SANAC) of 
the need to establish widely accessible MSM appropriate healthcare interventions (Imrie et 
al, 2008), implementation and access to the few available services is generally funded by 
external institutions such as the United States’ President's Emergency Plan for AIDS Relief 
(PEPFAR); the Global Fund to Fight AIDS; Tuberculosis and Malaria and the Centres for 
Disease Control and Prevention (CDC). Due to limitations in accessing public healthcare, 
MSM may frequently choose not to seek medical healthcare, thus preventing appropriate risk 
factor identification and effective treatment and care. International studies investigating 
healthcare barriers for MSM populations have frequently cited homophobia among HCWs as 
an important determinant that restricts access (Rispel et al. 2011, Lane et al. 2010).  
Meanwhile, South Africa already has enabling legal and policy frameworks in place that 
emphasise equity, social justice, and non-discrimination (Tim Lane et al 2010). Lane states 
that these frameworks are essential prerequisites for meeting the healthcare needs of MSM 
individuals. Given this and South Africa’s pre-eminence in the region, it “has the potential to 
provide a leadership role in sub-Saharan Africa by improving service provision for MSM, 
thus providing important lessons for other low- and middle-income countries” (De Swardt 
and Rebe 2010: 708-10). It was these factors that encouraged this study in order to contribute 
to the knowledge of the shortcomings of existing healthcare efforts with regard to MSM 
populations, and associated information or communication materials that may/may not 
support these efforts.  
Aims and objectives of the study 
 
This study seeks to assess the Knowledge, Attitudes and Practices (KAP) of different groups 
of HCWs in the uMgungundlovu and eThekwini districts, in KwaZulu-Natal (KZN) towards 
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MSM, as well as the kinds of practices that are followed regarding the healthcare 
management of MSM patients.  
This KAP survey gathers information about what HCWs know about MSM (knowledge), 
what they think about them or about the health system response to MSM (attitude), and what 
they actually do with regards to the health management of MSM (practice).  This study thus, 
identifies knowledge gaps, cultural beliefs, or behavioural patterns that may facilitate 
understanding and action, as well as pose problems or create barriers for MSM healthcare 
efforts. The study also aims to identify information that is commonly known and attitudes 
that are commonly held by HCWs. This includes looking at aspects of cultural and 
socioeconomic backgrounds that are likely to have an impact on HCW KAPs.    
Additionally, the study explores how HCWs feelings towards MSM, as well as any 
preconceived ideas they may have towards them, may influence healthcare service provision. 
This will be achieved by expanding on this study’s main questions as detailed below: 
1. What is the level of knowledge held by health professionals of the relationship between 
MSM and HIV? 
2. How do health professionals perceive the relationship between MSM, sexual practices and 
HIV?  
3. What attitudinal responses may occur (e.g. sympathy, blame or judgement) in counselling/ 
treating MSM? 
4. In what ways, if any, do these attitudes impact on the practice of treating MSM patients? 
 
Study Setting  
 
The uMgungundlovu District (see Figure 1.1, page 6) is an area within South Africa’s KZN 
province and houses the provincial capital of Pietermaritzburg (PMB) and the township of 
Imbalenhle, within which this study took place. The term township in the South African 
context refers to underdeveloped living settings that, from the late 19th century until the end 
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of apartheid in 1994, were reserved for non-white residents, namely black Africans, 
Coloureds and Indians. Townships were usually built on the periphery of towns and cities 
(Pettman 1913). According to Pettman, the term township also has a distinct legal meaning in 
South Africa's system of land title, which carries no racial connotations.  
The DoH (2015), states that the uMgungundlovu district is the second largest district in KZN 
after the eThekwini Metro. The district comprises of seven local municipalities: Impendle, 
Mkhambathini, Umngeni, Richmond, Mooi Mpofana, uMsunduzi and uMshwathi. As 
demonstrated on the map below, the district is surrounded by other smaller districts: iLembe 
to the east; Harry Gwala to the southwest; Ugu to the south; UMzinyathi to the north; 
uThukela to the northwest and eThekwini to the south-east (DoH 2015).  
The district is strategically situated and houses the provincial seat of government. The 
locality of this district therefore has implications for service delivery and health planning 
especially when it comes to migration patterns of MSM communities in the urban and rural 
parts of the district and to referral patterns for higher levels of care and specialised care. In 
the South African context, urban areas can include small towns or cities, while rural areas 
include villages. Unlike townships, urban areas are defined by their advanced civic amenities, 
opportunities for education, and facilities for transport, business and social interaction and 
overall, better standards of living (Statistics SA, 2015) 
For this research, Imbalenhle clinic was selected because it is based in uMgungundlovu 
district which has the second and highest numbers of people living with HIV after the 
eThekwini district (HIV and AIDS in South Africa 2014). According to the information 
provided by the uMgungundlovu district health (2015), the district carries 10% of the 
provincial population, second to the eThekwini Metro, with a population of 1 052 730. The 
population distribution in the district is slanted toward the uMsunduzi sub-district which 
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houses the Imbalenhle clinic; with 60% of the population residing in this sub-district. This 
slant is because most formal employment opportunities are found here (DoH 2015).  The 
other sub-districts have lower population with Impendle having a population of 34 212. This 
sub-district is also the poorest and has the highest unemployment rates.  
The DoH (2015) states that the majority of the population within the uMgungundlovu district 
falls between the 5 to 24 years age group, showing that the district has a relatively young 
population. However, the 15 to 24 year old group carries the highest HIV burden, with the 
district reporting a 40.7% HIV sero-prevalence rate for the 2012 Sentinel HIV Survey (DoH 
2012).  
Moreover, the uMgungundlovu district struggles with socio-economic challenges like 
informal settlements in its urban core (uMsunduzi municipality) and high poverty and 
unemployment rates in the periphery of its largely rural local municipalities. Of the total 
population, 65% is economically active in the district and there is a 30% unemployment rate 
(DoH 2015). uMgungundlovu is a district of two distinct profiles with the uMsunduzi 
Municipality exhibiting a highly industrialized, highly mechanised employment sector 
wherein more than half the district population resides against the other six municipalities 
which are more rural and depend more on agricultural and forestry activities for economic 
purposes. This can be noted in the sub-districts such is Impendle with 45% unemployment 
rate and uMkhambathini with 66% household with access to portable water (uMgungundlovu 
district information 2015).  
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Figure 1.1: uMgungundlovu health district map 
 
 Source: uMgungundlovu district (2015) 
On the other hand, the eThekwini metropolitan municipality (see Figure 1.2, page 7) is the 
most populous in KZN, with the eThekwini municipal area being the home to nearly four 
million people (eThekwini Municipality, 2012). The people who reside within the 
metropolitan area consist of individuals from different ethnic backgrounds. The majority of 
the population are comprised of the African community (71%) followed by the Indian 
community (19%), White community (8%) and the Coloured community (2%). Individuals 
within the 15 to 34 year age group comprise the majority of the population (eThekwini 
Municipality, 2012).  
The eThekwini metropolitan area includes small urban and township settlement areas. Unlike 
townships, urban areas are defined by their advanced civic amenities, opportunities for 
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education, and facilities for transport, business and social interaction and overall, better 
standards of living. However, urban areas still experience day to day problems such as 
roads/transport/taxis, poverty/cost of living/food, electricity, cleanliness, 
crime/safety/corruption, water and unemployment (DoH 2015). 
Figure 1.2: eThekwini health district map 
 
Source: eThekwini Municipality, 2015 
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The eThekwini Municipality has been recorded to have the highest HIV prevalence rates in 
the entire country and sitting at 45.7% (DoH, 2012). With this figure in mind, it makes King 
Edward VIII Hospital, which is based in the eThekwini municipality, a valuable location for 
comprehensive HIV research and programmes targeting MSM.  
The disease burden in the KZN province, where both uMgungundlovu and eThekwini 
districts are located, is compounded by its unique socio-economic and cultural profile. It has 
a high population density, with more than half of the population of 10.6 million living in 
townships, rural areas or informal settlements. Although KZN is geographically relatively 
small compared with many other South African provinces, its topography renders many 
communities fairly isolated from formal and public health facilities, the main transportation 
routes, as well as other mechanisms that can be used for the delivery of health services (AIDS 
Foundation of South Africa 2013).   
These infrastructural challenges have a direct impact on public health in the province. 
Primary healthcare in South Africa is delivered through local clinics (fixed and mobile), and 
to some extent, through individuals who are registered as traditional health practitioners and  
referring patients to public health facilities (Wilson and Fairall 2005). Both the primary and 
secondary facilities are over-burdened by service delivery demands, particularly due to HIV 
and AIDS, and concurrent TB infection. Health systems are not structured to respond in an 
appropriate and holistic way to the different needs of individual patients or to provide 
adequate outreach and screening, or follow-up on communities they serve (AIDS Foundation 
of South Africa 2013).  
Apart from suffering chronic shortages of medical personnel, equipment and medication; 
most clinics operate in limited hours and restrict certain services to specific days. Stigma and 
lack of confidentiality may inhibit MSM individuals from seeking HCT, sexual and 
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reproductive health services. Other factors also include cultural and religious beliefs of 
service providers which result in exclusion of many sexual and gender minorities (De Swardt 
2010). 
Having briefly outlined the demographic setting of this study, I will now explain the research 
paradigm and explore methodological approach that guides the study.   
Organisation of the dissertation  
 
This dissertation consists of six chapters. Chapter one serves as an introduction and provides 
background information about healthcare work and relevant policies, as well as the 
motivation and objectives of the study.  Chapter two draws on literature that contextualises 
this study’s own area of enquiry. A broad overview of the historical roots of the 
marginalisation of same-sex relations will be discussed initially, followed thereafter, by a 
focus on MSM healthcare service delivery shortcomings and how this impacts on effective 
primary healthcare policy implementation.  
The third chapter documents the theoretical framework upon which my study is based. The 
social ecological model (SEM) will be discussed and how the various constitutive levels 
influence societal attitudes and impact on behaviour. 
The fourth chapter presents the research methodology that was used during the data 
collection process. It expands on the research paradigm employed as well as clarifies the 
research design, which led to the plan for collecting and analysing data in this study. Adding 
to this, the sampling technique and recruitment strategy utilised to select participants will be 
explained. In conclusion, research and data validity issues are explored, and the research 
ethical deliberations for this study are examined.    
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The fifth chapter presents the results and discusses and interprets the HCW KAP study 
results. It discusses emerging themes that are analysed in light of the previously presented 
literature and the SEM that served as the study’s theoretical framework. The collected data is 
discussed in relation to the study objectives and main questions.  The data is then linked to 
the three themes that are identified in the methodology chapter – which are knowledge, 
attitudes and practices. Each of these themes is discussed by identifying relationships 
between the SEM concepts as the study’s theoretical framework, or between one variable and 
another. The analysis is also informed by relevant information presented in the literature 
review. 
The sixth and concluding chapter summarises the main findings of my study, and synthesises 
these into a set of clearly defined implications. The concluding chapter also makes 
recommendations based on how much HCWs know, believe and practice regarding the 
subject of MSM. Recommendations will be based on the collected data and aim to help 
decision-makers to set programme priorities and make strategic decisions. The KAP findings 
from this research project may also assist healthcare facilities to evaluate their current 
interventions and make strategic decisions about future treatment practices for MSM. 
Discussions follow a format whereby each key finding identified by the KAP results is 
addressed in relation to the SEM and provide the conclusions deduced during data analysis. 






CHAPTER TWO: LITERATURE REVIEW 
Introduction 
 
This chapter will focus on recording the broad literature related to my research enquiry. 
Firstly, an extensive overview of the MSM terminology and concept as well as the barriers 
faced by the MSM population in accessing healthcare at public facilities is explored and 
discussed in detail.  Both quantitative and qualitative evidence related to this is surveyed and 
discussed. Following this, focus is directed towards the historical background that 
characterises the marginalisation of same-sex relations. Having covered the background of 
MSM, the relevant healthcare policies in South Africa are discussed and how ineffective 
implementation of these policies may morph and take healthcare priorities and 
implementation down unintended paths. The role of advocacy groups in influencing 
healthcare provision for MSM in South Africa - including strong commitments from the 
government; but weak implementation and commitments at facility level - is then discussed.  
Research assessing KAP of HCWs is not easily available in South Africa, with most research 
on this topic having been conducted in Western countries, if at all. Studies have mainly 
focused on the experiences of MSM in healthcare settings without seeking in-depth views 
from HCWs. I will therefore identify the contribution made by previous studies on MSM 
experiences of HCWs and the public health sector, as well as the gaps in HCW KAP 
literature so that they can be improved.   
Men who have sex with other men (MSM): What’s in a concept? 
 
The concept of MSM was first introduced in the 1990s (Glick et al. 1994). This was intended 
“to describe an epidemiological category of men with behaviours that potentially put them at 
higher risk of acquiring HIV and other STIs” (UNAIDS 2011). UNAIDS add to the 
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explanation and states that the MSM category was introduced to reflect the idea that 
individual behaviours, rather than  sexual identities, are largely responsible for placing people  
at risk of HIV and other STI infections.  The UNAIDS emphasises this as an important 
distinction considering the significant scientific and medical differences between MSM and 
gay identities.  Some, experts had initially identified gay sexual identities as a risk in the 
contraction of HIV/AIDS, a classification that added to the stigmatisation and marginalisation 
of lesbian, gay, and bisexual (LGB) populations. This worked against the much needed 
efforts to prevent HIV infection within the MSM population. The definition on MSM 
therefore describes the population’s sexual behaviours, notwithstanding personal identity, 
motivation for partaking in sex, or identification with any particular sexual orientation.  
Simply put and from the understanding of the UNAIDS’s definition, gay is a chosen identity 
whereas MSM is a descriptive for a form of sexual behaviour. MSM thus relates to men who 
are non-heterosexual or questioning (UNAIDS 2011). 
The term MSM additionally covers various settings and contexts in which sex between men 
takes place (UNAIDS 2011). For example, same-sex attraction might be situational, a 
singular event in a man’s life or coerced, such as in the case of male-to-male rape which may 
happen in prisons, during childhood, and is reported “as a weapon of terror in warfare” (Storr 
2011: 1). Male-to-male sex may also occur throughout sexual experimentation in puberty and 
during the life course. For instance, a man might marry early and later in life, he may decide 
to self-identify as gay.  
Literature on the topic of MSM also provides insights into consensual male-to-male sexual 
activities which occur in all-male environments, particularly wherever access to females may 
be restricted, such as in boarding schools, the military or in sports and in prisons (Rosario et 
al. 2006). As an example, prisons are separated by gender (Prison sexuality 2015), so most 
sexual activities are conducted with a same-sex partner, typically in contradiction to one’s 
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traditional or social sexual orientation. Holland (2007) states that in prison settings, 
relationships also occur between correctional staff and prisoners (Prison sexuality 2015). This 
is applicable to prison wardens, security guards, counsellors, medical workers, contractors 
and spiritual employees (Holland 2007).  
A study done in Ghana among MSM, found that some of the men keep female partners as the 
simplest way of removing any suspicion that they are gay or to hide their true sexual 
orientation. This is often echoed in many other studies, where MSM in Africa are found to 
“engage in sexual activities with women or many are said to be married to or are in a long-
term relationship with a woman” (Cáceres et al. 2009:84:49–56). This trend also corresponds 
with MSM behaviour elsewhere in the world. For example, evidence from a New York City 
survey (WebMD. 2006) found that nearly 1 in 10 men say they are straight and have 
occasional sex with men. In addition, 70% of these men are heterosexually married, with 
10% of all married men in this survey reporting engaging in same-sex behaviour during the 
previous year. MSM are also likely not to disclose their same-sex activities to their female 
counterparts (Doll and Beeker 1996, Stokes et al. 1996, Wolitski et al. 1996). The female 
partners of these men are therefore likely to be unaware of their risk to HIV exposure and 
other STIs.  
In his analysis of the description of MSM, Meyer (2010) suggests that the definition of a 
typical MSM is difficult since MSM come from all socio-economic backgrounds and 
professions, as well as engage in different same-sex behaviours. For instance, there seems to 
be a general application of sexual identity labels such as gay, straight, bisexual to identify or 
describe MSM.  It is understood that communities tend to apply their own local 
understanding and meaning to describe sexuality, (Meyer et al. 2010), with emphasis placed 
on sexual elements in relation to other, non-sexual and personal factors. This understanding is 
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also documented in similar observations from non-Western contexts (Bereket and Adam 
2006, Cantu 2002, Donham 1998, Ngo et al. 2009, Niang et al. 2003).  
As already pointed out by the above authors, the term MSM does not seem to include single 
groups, especially those that are most visible, for example, transgender and gay. Diverse 
categories of MSM also persist in communities where such activities occur and these are 
fueled by cultural values. This diversity is in contrast with a popular notion that suggests the 
MSM term covers any male - either self-defined or biologically-determined - who engages in 
any same-sex erotic activity at any time in their lives (Buoyant 2013). While one can argue 
that there is a reasonable case for the MSM term to encompass a very broad range of males 
and their behaviours, it is counter-argued by some gay rights activists who assert that: 
 the term MSM strips gay communities of visibility and relevance, failing to 
acknowledge gay men’s social relations through identity, culture and history, and 
reducing them to a mere behavioural category. It conceals the extent to which they 
have been affected by HIV and their contribution to the response against HIV, and 
risks distorting prevention efforts. It reduces the importance of gay communities and 
associated human rights agendas. The emphasis on the term ‘MSM’ implies that all 
homosexually active men are equally at risk, diminishing the importance of the risk to 
gay men (Prestage 2011: 3) 
Supporting the growing evidence which shows that MSM are not necessarily gay or bisexual, 
the CDC (2015) points out that more than 3 million men who self-identify as straight secretly 
have sex with other men.  From this understanding, MSM and gay are not the same.  As 
alluded to earlier, the general suggestion is that “MSM refers to sexual activities between 
men, regardless of how they self-identify, whereas being gay refers to sexual or romantic 
attraction between members of the same sex” (Buoyant 2013, Online Library 2015).  This is 
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consistent with Anova Health Institute’s suggestion (2014), that MSM solely describes 
behaviour (MSM) and not an identity (gay).  
This complicates the sexual landscape for anyone wishing to study MSM issues. In order to 
easily manoeuvre around such complexities, the term MSM was therefore adopted by public 
health researchers as a behavioural description.  
However, “clean parallels among sexual behaviour, identity and desire cannot be assumed” 
(Young and Meyer 2005:7). Uniform and one-size-fits- all terms like MSM reduce identity to 
sexual behaviour and are often found to be offensive since they overlook different social 
factors, perceptions, meaning of gender and sexuality (Minichiello and Browne 1995, 1996).  
According to literature, the term MSM, is overly simplified and is limited in its 
epidemiological description (Altman 2002) because it overlooks the complex nature of 
human behaviours, its diverse relationships and sexual identities in which individual men 
participate (Binnie 2004).  Many thinkers such as Puri (2002), have stated that though the  
biological component is important to understand, a deeper knowledge of gender constructions 
and its impact on societies is also required. OUT (2012) also adds that understanding gender 
constructions includes knowledge of the diverse emotional, psychological and physical health 
risks that may emerge as a result of such diversity. OUT’s assertion is largely supported by 
Ramello (2015), Niang et al. (2003) and Asthana and Oostvogels (2001).   
However, as I have located my study to only focus on KAP of HCWs, I am conscious of the 
limitations of my research to explore this extensive subject, which alone, has a major 
influence on attitudinal behaviours towards MSM. If explored comprehensively, this research 
would spread well beyond the focus and scope of my masters dissertation. Therefore, the 
focus of my inquiry is to investigate perceived attitudes, knowledge and practices of HCWs 
towards MSM in public healthcare settings. Insights into the other terms will be to a certain 
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degree, established through research questions investigating basic social, community, and 
structural circumstances. However, as the core of this study is based around HCW attitudes 
towards MSM in general, and considering the diversity of MSM sexuality, relationships, 
identities and behaviours in which they participate, the researcher will use the terms 
homosexual or other terms such as sexual minorities, and same-sex behaviours, 
interchangeably to describe MSM.  
MSM: a historical background 
 
This section aims to explore and understand the root causes of perceived attitudes towards 
MSM. For instance, it is so called un-African for men to have sexual relations with other 
men. This remains an increasingly controversial topic in South Africa and in most African 
societies. As recently as 2007, the International Gay and Lesbian Association performed a 
world survey on the legal status of same-sex practices. The findings were remarkable in that 
75% of the African nations, (40 of the 53), deemed same-sex practices to be illegal. This 
analysis provides additional evidence that of the world continents, Africa has the highest rates 
of intolerance towards same-sex practices.  
However, same-sex practices, to the contrary, occurred in pre-colonial Africa, across all 
cultures and at all times and is well described in African oral histories, anthropological 
research, scholarly books, art, literature, film and scores of articles from all over the 
continent. For instance, cross-gender roles have been recorded in over 30 African societies 
(Aldrich 2006),  with Meersman (2012) showing that Egypt has a rich MSM history, from 
transvestite khawalat dancers introduced when Muhammad Ali, the founding Pasha of Egypt, 
banned women from performing, to the famed oasis of Siwa on the Nile that practised boy 
marriages up until the 1930s. Meersman (2012) states that in the late 1930s, it was noted 
among the Nuba tribes and the Otoro from Sudan, a special transvestic role existed whereby 
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men dressed and lived as women. Transvestite homosexuality also existed amongst the Moru, 
Nyima, and Tira people, and in the Korongo and Mesakin tribes, while Siegfried Nadel 
reported a common reluctance among men to abandon the pleasure of all-male camp life for 
the fetters of permanent settlement (Nadel 1947).  
This is in obvious contrast to the un-African myth provided as justification for homophobic 
views in most African societies, which claims that same-sex practices were brought by 
colonialists or have Western roots. Rather, and as described by one missionary in the 18th 
century, Father Richardtz, sodomy and bestiality were common. For instance, in the Zezuru 
around Salisbury (Harare). In fact, Richardtz and his fellow colonialists were generally 
disgusted by African same-sex relations and considered the acts to be perverse. (Louis, 2003) 
In many of the early American colonies, male-to-male sex was understood as sodomy – “this 
is an umbrella term that encompassed a wide range of sexual acts that were non-procreative” 
(Louis, 2003:187). Such behaviours were often described in Latin, or with terms like 
wickedness not to be named (Boswell 1980). Strict criminal rules were enforced and in some 
places, same sex practices were punishable by death as currently witnessed in some of the 
modern day African countries (International Lesbian, gay, bisexual, Trans and Intersex 
association, 2013). 
Having discussed a brief historical background and implications of male to male sex, and 
given the enormous importance of providing non-discriminatory healthcare services to all 
people, including to MSM, the next section will discuss the history of sexual marginalisation 
and how this potentially contributes to HCW attitudes towards MSM in general. Especially 
since this area is heavily under-researched.  
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Marginalisation of same-sex relations: a historical overview 
 
According to Epprecht (2004), colonialists who arrived in Mashonaland and Matebeleland in 
1890 and 1893 were not very attuned to African same sexual practices and relations.  For 
instance, Adamo (2011) states that Christian missionaries had a negative attitude and 
antagonistic stance towards Nigerian cultures. Their goal was to convert as many individuals 
as possible since their practices were generally considered to be un-Christian. What followed 
was, and as many studies have pointed out, the change in the way people felt, thought, talked, 
or acted sexually. For instance, many other forms of religions, including the Eastern faiths 
and Abrahamic faiths, condemn same-sex practices. Evangelical Christianity (Litt et al. 
2006), Catholicism (Ontario Consultants 2006), Mormonism (The Church of Jesus Christ of 
Latter Day Saints 2012), Orthodox Judaism (Shafran 2012) and Islam (Ontario Consultants 
2005) all view homosexuality as a sin.  
As discussed above, colonialism and religion strongly contributed towards the evolution of 
new sexual ideas that are dominant today among all sectors of society. This is also supported 
by Foucault (1978), who provides proof that the onset of colonialism transformed same-sex 
activities which were already in existence. This is consistent with religious ideas of sexual 
behaviours and gender which were developed in the West. Such ideas in turn formulated the 
idea of same-sex relationships as foreign to humanity and to the African continent in general.  
Foucault (1978) influenced the identification of the social and cultural construction of 
sexuality. On the other hand, Weeks (1981) placed an emphasis on the ways in which sexual 
behaviours were increasingly being defined and viewed as a distinct characteristic of human 
practise in 19th-century European thought. Foucault, for instance, first illustrates the 
distinction between seventeenth century sexuality, where "codes regulating the coarse, the 
obscene, and the indecent were quite lax" (Foucault 1979: 3), and nineteenth century 
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sexuality, where "sexuality was carefully confined; it moved into the home". Foucault argues 
that this Victorian view on sexuality influences the modern day (Foucault 1979: 3). 
Foucault’s work identified the social and historical processes that constituted homosexuality 
as an identification of a particular type of individual, and “which have led to the on-going 
stigmatisation and marginalisation of those who came to be identified as homosexuals” 
(Foucault 1979:3).  
Colonialism and religion both had a remarkable influence in shaping societal attitudes; 
politics and country laws; cultures and the everyday lives and accepted norms of present day 
society.  Informed by Victorian and patriarchal Christian gender norms, colonialism also 
brought definitions of sex and sexuality, which colonial officials and Christian missionaries 
imparted on their subjects worldwide (Foucault, 1979).  
Religious influences on healthcare 
 
This section aims to discuss religious explanations which potentially contribute towards 
perceived HCW attitudes.  
After the end of colonialism, the newly independent African states became responsible for 
developing and maintaining their own healthcare systems.  This also became a matter of 
international priority because at this time, the majority of African governments were faced 
with a new challenge of managing the health sector that had largely been ignored by colonial 
governments (Obrist et al. 2007).  Obrist et al state that in the absence of this much needed 
public service, Christian missionaries became the first,  and for a very long period, the 
primary providers of healthcare services in most rural areas. However, these missionaries also 
brought with them Christian values which still fuel anti same sex sentiments in most public 
healthcare facilities. Though the missionaries made an important contribution in reaching out 
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and filling health provision gaps in rural and peri-urban areas (Yach and Tollman 1993), their 
religious values still played a major, even a dominant, role in every sphere of life. Adding to 
this, by the end of the 19th century, medicine and psychiatry were effectively competing with 
religion and the law for jurisdiction over sexual behaviours, (Boswell 1980). This expanded 
discourse about same-sex practices from the realms of sin and crime, to include that of 
pathology, thus making linkages between homosexuality and mental health (Homosexuality 
and Mental Health, 1973). The link between homosexuality and mental health was largely 
viewed as an innovative idea since a sick individual was considered less blameful than a 
sinner or a criminal (Chauncey 1982/1983, D'Emilio and Freedman 1988). Nowadays, most 
forms of sexual behaviours, other than heterosexuality, continue to be viewed as widely non-
religious (AIDS Foundation of South Africa 2013). 
In addition to religious factors, marginalisation of MSM in terms of equal access to 
healthcare services was further compounded by the apartheid system (Van Rensburg and 
Benatar 1993). According to Van Rensburg and Benatar (1993), the apartheid system sought 
to fully segregate all aspects of South African society. For instance, established as semi-
autonomous administrative entities, each of the homelands allocated to African citizens was 
charged with the provision of healthcare and other public services. These healthcare services 
were usually poorly organised, inefficient or ineffectively maintained or managed. Though 
there were many committed healthcare professionals who endeavoured to provide effective 
and friendly services, a lot of the so called homeland healthcare services struggled to provide 
adequate medical and public health care. The apartheid system’s influence is still evident in 
the unequal distribution of services in rural and urban areas (Van Rensburg and Benatar 
1993). This continues to have a negative impact on healthcare provision for the MSM 
population. Coupled with unequal access to services and attitudinal factors such as stigma 
and discrimination, MSM have been shown to hide their sexual behaviour from healthcare 
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workers in order to protect themselves (Global Forum on MSM and HIV 2012).  These 
perceived attitudes could either be influenced by religious or poor implementation of 
healthcare policies at the clinic level.   
Public vs private healthcare access 
 
In democratic South Africa, access to healthcare for all individuals, including the MSM 
population, varies from the most basic primary healthcare as offered free by government, to 
highly specialised services provided by both the private and public healthcare sectors (Health 
care in South Africa 2010). However, the public sector is stretched and still under-resourced 
in places. For instance, “the state contributes about 40% of all expenditure on health, while 
the public health sector is under pressure to deliver services to about 80% of the population 
(Health Care in South Africa 2010). 
However, MSM remain invisible in health settings due to lack of HCWs knowledge on MSM 
health issues (McKirnan et al. 1995).  As discussed in previous sections, MSM are generally 
under-served and ignored in the delivery of health information, treatment and care. This view 
is supported by work done by the Southern Africa HIV and AIDS Information Dissemination 
Service (SAfAIDS) which highlights the existence of high levels of marginalisation and 
discrimination in the public healthcare sector. This is often directed towards sexual minority 
groups, including MSM (SAfAIDS 2013).   
Many studies also suggest that public HCWs are often not supported to fulfil their duties in 
the provision of services to MSM (De Swardt and Rebe 2010, SANAC 2011, Lane et al. 
2009). Therefore, HCWs’ organisational environments, as well as their personal views tend 
to affect their ability to provide appropriate services in a non-discriminatory way. What 
follows from this is that many who practice same-sex practices avoid public healthcare 
services out of fear of being mocked or discriminated against (Laurino 2011).  
22 
 
In support of Laurino’s finding, Anova Health Institute (2014) reports that MSM in most 
townships are less likely to seek healthcare in the public sector as a result of the alleged 
mistreatment they experience or endure at the hands of public HCWs. Stigma and 
discrimination at the hands of public HCWs has also been documented in many other 
international studies and public reports concerning sexual minorities (Nuwaha 2006, Shefer et 
al. 2002, Ndulo et al. 2000).  Additionally, observations made by the Human Rights Council 
(2011) concluded that homophobic, sexist and transphobic practices and attitudes on the part 
of healthcare institutions and personnel may deter sexual minority groups from seeking 
services, which in turn has a negative impact on efforts to tackle HIV/AIDS and other health 
concerns (Human Rights Council 2011).  
Laurino (2011) adds that it can be a very humiliating ordeal for MSM individuals to disclose 
their sexual practices to public HCWs. This is often met with unfriendliness, discrimination, 
isolation or ridicule. Laurino’s observations are also supported by McIntyre (2011) who 
asserts that MSM are reluctant to present themselves at public healthcare facilities or reveal 
that they are MSM to HCWs. One of McIntyre’s and Laurino’s joint study participant 
affirmed that healthcare workers humiliate them at clinic facilities:  
[S]ome of them don't treat us with respect. Sometimes, if you were having sex 
without a condom and maybe you get an STD, then you go to the clinic, the nurse will 
ask questions like “What was in here?”—she means in the anus. And that makes us 
afraid of going to the clinic to get treatment on time and that's why many gay men get 
sick. (Lane et al., 2008:430) 
However, in South Africa, the concerns highlighted by McIntyre and Laurino and the 
majority of MSM patients are being addressed by many privately funded institutions such as 
the Ivan Tom Men’s Health Clinic (ITMHC), the Desmond Tutu HIV Foundation (DTHF), 
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OUT clinic and MOSAIC Men’s clinic. Such private health institutions aim to create MSM 
friendly services - often incorrectly referred to as MSM-sensitised services (ITMHC 2012). 
These institutions provide a much needed competency concerning MSM specific sexual 
healthcare requirements. The interventions provided by these are also based on 
recommendations from various studies that suggest that services for MSM ought to take a 
more comprehensive approach in addressing their needs, as well as being sensitive and 
competent, especially if they intend to draw and retain MSM in public health care (De Swardt 
and Rebe 2010).  
Though this may be the case, these services are not available at government funded 
healthcare facilities, which adds to the marginalisation of MSM, especially those in rural and 
informal areas who often avoid seeking public healthcare when having specific health 
concerns (DTHF 2013). This suggests that to some extent, public healthcare workers are not 
adequately trained and equipped to respond to the needs of MSM healthcare needs. This is 
demonstrated by attempts made by many communities, including HCWs, to ‘cure’ same-sex 
practices (OUT 2013).  According to OUT, MSM patients are judged, harassed, or in extreme 
cases denied access to basic medical care.  
The Mailman School of Public Health (MSPH, 2013) adds that HCW stigma towards MSM 
contributes to MSM hiding their sexuality and taking less care of their sexual health, thus 
fuelling the current HIV and AIDS rates. Some of these attitudinal factors result from HCWs’ 
religious beliefs, personal values, societal norms and poor knowledge and skills on MSM 
health issues. The MSPH (2013) asserts that showing care and compassion to MSM patients 
can lead to them adopting a healthy and positive lifestyle and acting in their own and other 
people’s interest. McIntyre (2011) supports this and adds that due to increased isolation and 
discriminatory attitudes towards MSM at public health facilities, most MSM become stressed 
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out and resort to seeking comfort in harmful substances. This places them at increased levels 
of risk and HIV infection and other STI or drug related infections.  
Other complex obstacles have been shown to contribute towards MSM’s vulnerability to HIV 
as well as to other physical and psychological health concerns. As McIntyre explains, MSM 
experience “multi-layered stigma and discrimination as a result of their perceived or real HIV 
status and their same-sex behaviour” (McIntyre 2011: 708-10). OUT (2013) adds that social 
and cultural non-acceptance of their sexuality and fear of being ridiculed, causes MSM to 
experience internalised stigma, which manifests as guilt, depression, lack of confidence and 
unwillingness to discuss their sexual lives. Not only does this experience negatively influence 
their health seeking behaviours, but when combined with continued or aggravated 
discrimination from healthcare workers, this can altogether affect their mental health and 
inform decisions to use or not use public facilities.   
Similar studies conducted for HIV and AIDS patients have shown that stigma and 
discrimination is associated with negative health problems ranging from increased depressive 
symptoms to engaging in risky sexual behaviour (Semple et al. 2012, Kinsler et al. 2007, 
Sayles et al. 2007, Vanable et al. 2006). Likewise, experiencing stigma or discrimination in 
any public environment, including at the organisational level of the SEM such as healthcare 
facilities, has been found to adversely affect the behaviours of affected individuals. This 
included health seeking behaviours such as seeking treatment, testing, and adhering to 
medical regimes (Butt 2008, Fortenberry et al. 2002, Pascoe and Richman 2009). 
The private health sector is hugely operated on commercial lines and mainly caters for those 
who fall within the middle or high-income earning brackets. These individuals tend to be 
members of private medical schemes. The private health sector is also known for attracting 
the majority of the country's health professionals. This has resulted in public healthcare 
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institutions suffering poor management, underfunding and deteriorating infrastructure 
(Badimo et al. 2015). As a result, South Africa’s dual healthcare system is both inequitable 
and inaccessible to ordinary South African citizens.  While access has improved for general 
populations, the quality of healthcare and access for MSM remains poor in public health 
facilities. As already discussed previously, the exceptions are innovative, though “small-scale 
programs by lesbian, gay, bisexual, and transgender organisations that play important roles in 
responding to the HIV epidemic among MSM” (Rispel et al. 2011: 17:133-42; Nel 2009, 
Reddy et al. 2009). 
The rise of advocacy groups  
 
In response to the unequal provision of healthcare services for MSM in the public sector, an 
extraordinary number of Non-Governmental Organisations (NGOs) and community-based 
organisations mobilised themselves to support equal rights and healthcare access for all.  For 
instance, while MSM and other sexual minority groups are quite different from each other in 
terms of sexual practices, class, ethnicity, culture, age and social position, they all came 
together to challenge the processes of marginalisation and stigma. Up until today, these and 
other local groups, notably the DTHF, have been able to shift many of the dominant ideas 
about same-sex practices and rights, and these are increasingly being accepted globally 
among governments and the scientific community.  For example, South Africa, known as 
Africa’s rainbow nation (Heywood 2002), is the only country in the African region which 
recognises laws that are accepting towards other sexual orientations or ‘gay friendly’ (Kovac 
2002: 90). The country’s constitution provides extensive protection against discrimination 
based on sexual orientation. This is in addition to the country’s laws and legislation – the 
Civil Union Act, Act 17 of 2006 – that allows same-sex marriage for and jurisprudence. 
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Additionally, the Constitution of the Republic of South Africa (1996) clearly prohibits unfair 
discrimination on the grounds of sexual orientation under Section 9.  
Healthcare policies vs practice 
 
South Africa was a global leader in the conceptualisation and development of primary 
healthcare approaches throughout much of the twentieth century (Parle and Noble 2014). 
South Africa’s contributions included the development of many health models and policies 
such as the Pholela Health Centre model; the development of the community-oriented 
primary care movement and experimentation with new models of health service delivery and 
primary care. However the implementation and success of these policies remained 
fragmented and of limited impact as a result of hostile state interventions and an egregious 
policy environment prior to and throughout apartheid (Kautzky and Tollman 2009).  
Kautzky and Tollman (2009) acknowledge that despite structural reforms in the public health 
sector and genuine commitment to achieving health for all, a series of obstacles continue to 
limit the full implementation of primary healthcare today. Some of the obstacles listed by 
Kautzky and Tollman, include health worker shortages and inequities in the distribution of 
public health facilities, and issues of accessibility. These obstacles have to some extent, 
contributed to the exclusion of groups who are at increased vulnerabilities, such as MSM or 
those who are on the margins of society.  According to the DTHF (2011), this undermines the 
ability of any policy response to be effective, while disregarding fundamental human rights, 
public health principles of health for all and freedom from discrimination and access to equal 
healthcare services.  
Considering that increased HIV figures among MSM have always existed alongside the 
generalized HIV epidemic for quite some time now, current strategies and healthcare policies 
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and interventions still remain inadequate in addressing the needs and healthcare requirements 
of MSM (Reddy et al. 2009, Rispel and Metcalf 2009).  
Some of the obstacles as highlighted previously have a negative impact on the health of 
MSM individuals (OUT 2013). Rispel and Metcalf (2009) state that HCWs’ unpreparedness 
and even unwillingness to discuss same-sex relationships and behaviour, means that MSM 
often hide their status. Relatively few make their orientation known to healthcare workers, 
with those disclosing their sexual practices finding themselves being discriminated against or 
mocked by HCWs.  
The South African progress report on the declaration of commitment on HIV/AIDS (2010) 
discovered that healthcare workers who have negative attitudes towards same-sex practices 
tend to provide inadequate care for MSM individuals. With the CDC (2013) adding that 
prejudices of HCW have demonstrable negative effects on patients and their wellness, 
making it crucial for them to be sensitised about patients who may practice different sexual 
orientations. The Desmond Tutu Foundation suggests that in order to successfully implement 
South Africa’s National Strategic Plan (NSP) on HIV, STIs and TB, which contains HIV 
program targets for MSM and other vulnerable groups, and in keeping with the principle of 
Health for All (WHO 1980), healthcare workers need to be made aware of potential biases, 
which can either be unconscious or deliberate. Rispel and Metcalf (2009) support this 
statement since according to them, nothing much has been done in terms of implementing 
policies that relate to MSM healthcare. There is also little progress made on term of achieving 




Poor policy implementation 
 
Section 27(1)(a) of the South Africa’s Constitution encourages HCWs to take appropriate 
steps to create an environment that makes it possible for all individuals to access health 
services. Other policy provisions that provide guidance to all HCWs include the DoH’s eight 
Batho Pele principles (1995). These principles were developed to serve as the policy and 
legislative framework regarding service provision in the public service. The principles are 
aligned with the constitutional ideals of promoting and maintaining high standards of 
professional ethics; providing service impartially, fairly, equitably and without bias; utilising 
resources efficiently and effectively; responding to people's needs; encouraging citizens to 
participate in policy-making; and rendering an accountable, transparent, and development-
oriented public administration. 
However, despite the constitutional provisions made by the Government of National Unity at 
the time of South Africa’s transition to democracy in 1994, including a range of other pro-
equity policies and programmes, which were initiated throughout the public sector, stigma 
and discrimination based on sexual orientation continues to occur. For instance, work done 
by SAfAIDS and other organisations in Africa, highlight the existence of high levels of 
homophobia and discrimination in the public healthcare sector. Stigma and discrimination at 
the hands of HCWs has been documented in many other international studies and public 
reports concerning sexual minorities. (Lane et al 2008, Baral et al 2009, Jewkes et al, 2006) 
Additional observations made by the Human Rights Council concluded that transphobic, 
sexist and homophobic behaviours and attitudes on the part of professional healthcare 
workers and their services might deter MSM and other sexual minority groups from seeking 
appropriate care. This has a negative impact on the healthcare ambitions of the state as well 
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as other efforts to mitigate HIV/AIDS and address other MSM health concerns (Human 
Rights Council 2011).  
The National Strategic Plan on HIV/AIDS, STI and TB, 2011–2016  
 
More specific to MSM is the South African five-year NSP on HIV/AIDS, STIs and TB, 
which was first introduced and approved in March 2007 by the South African cabinet 
(Wouters et al. 2009). It is widely praised for its dynamic and comprehensive policy content 
(UNAIDS 2007). The policy contains HIV program targets for MSM and other vulnerable 
groups and has two primary aims: firstly, to reduce new HIV infections by 50%; and 
secondly, to reduce the impact of the epidemic by extending access to appropriate treatment, 
care and support to 80% of people diagnosed with HIV (DoH 2012). To achieve these aims, 
the interventions contained in the NSP on HIV, STIs and TB are structured into a few priority 
areas, among them, and critical to this study, is the aim of ensuring human rights and access 
to justice by countering stigmatisation and discrimination (DoH 2011).  
The priorities combined in the NSP on HIV/AIDS, STIs and TB are meant to contribute to 
the creation of a health-enabling community, which facilitates and supports health-enhancing 
behaviour (Tawil et al. 1995); Despite the potential for success, and since South Africa has 
one of the worst HIV epidemics in the world, consecutive iterations of the NSP on 
HIV/AIDS, STIs and TB have been repeatedly marked by failure over almost three decades 
(Van Rensberg et al. 2010). This is largely due to lack of appropriate healthcare interventions 
for MSM at all levels. Without these, the current NSP on HIV/AIDS, STIs and TB will 
probably be ineffective in bridging the gap between policy ideals and policy implementation. 
Evidence has shown that poor policy recognition or ineffective policy implementation around 




For instance, an online survey by the Global Forum on MSM and HIV, or MSMGF (2012) 
which included 5779 men from 165 countries and focus group discussions with 71 MSM 
across five cities in South Africa, Kenya, and Nigeria suggests that structural and social 
barriers like homophobia play a significant role in blocking access to MSM healthcare 
services. Therefore, without a strengthened or even transformed health system, the chance of 
a successful implementation of South Africa’s NSP on HIV/AIDS, STIs and TB remains thin.  
Failure to effectively implement policy ideals also contradicts the whole notion of primary 
healthcare, as defined by the World Health Organisation (WHO), which comprises: essential 
health care, based on practical, scientifically sound, and socially acceptable method and 
technology; universal access to all in the community through their full participation; at an 
affordable cost; and geared toward self-reliance and self-determination (WHO 2011). 
The previous and current HIV/AIDS policy for South Africa has been received with universal 
recognition and praise. This includes civil society organisations and most of the 
government’s well known and most vocal critics (Wouters et al. 2010, Kaap 2007). However, 
despite this, the real benefits and success of this policy remain to be seen. This is considering 
the repeated shortcoming of previous HIV/AIDS policies.  
Poor healthcare access for MSM 
 
Though UNAIDS (2011) reports that access to HIV prevention programs and services for 
MSM and transgender people has increased somewhat in the past few years, access remains 
inadequate overall. A 2012 survey MSMGF in collaboration with African Men for Sexual 
Health and Rights, assessed the availability of, and access to testing and prevention services 
for sexually transmitted infections and HIV among MSM in eight regions. Of the 17 services 
assessed (including STI and HIV testing and counselling, HIV treatment, free condoms, 
mental health services, circumcision, and mass-media campaigns to reduce HIV and fight 
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homophobia), only in two areas (STI testing and circumcision) did a majority of respondents 
(51% in both cases) report that the services were easily accessible. Respondents also noted 
the many barriers to their access to services, including homophobia; stigma; criminalization 
of same-sex acts; policy barriers; and insensitivity or lack of awareness among healthcare 
workers (UNAIDS, 2011). 
Research conducted by the DTHF (2011), found that there are currently no counsellors or 
healthcare provider training materials that address the specific healthcare needs of MSM, the 
risks of HIV infection or the anal acquisition of STIs in sub-Saharan Africa. Elicitation of 
anal sexual practices is also not included in standard HIV Counselling and Testing (HCT) 
procedures (CHANGE 2011). There is no national Behaviour Change Communication (BCC) 
nor Social Change Communication (SCC) campaigns for MSM that have been launched to 
date. Coverage of MSM healthcare services in South Africa is limited to major metropolitan 
areas and are mainly provided either by private institutions or by NGOs funded through 
external sources (Metcalf et al. 2009).  
This is supported by a study conducted by Rispel et al (2011) who documents the scarcity of 
targeted HIV prevention and treatment services for MSM. In this study, key informants and 
focus groups participants could not identify any government health services for MSM, but 
only NGOs or private institutions that provide MSM-targeted services. The following 
comments are illustrative of Rispel’s findings:  
In Johannesburg I do not know where to go. I must go to many places in order to 
know where bisexuals or gays can get help. I must seek around until I get the 
direction where to go. What they [government] can do is to ensure that the [services] 
are known and near to the people (Rispel et al, 2011: 137). 
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Rispel et al (2011) concludes that healthcare service are not friendly towards MSM and adds 
that this population group has difficulty accessing appropriate services and prevention 
materials. Materials produced by the public health sector for awareness, prevention, 
behaviour change and access to care are generally not appropriate for this population group. 
The lack of targeted and friendly public health interventions for MSM and other high risk 
groups as illustrated by Rispel et al, have the potential of jeopardising the DoH’s efforts to 
meet the NSP on HIV/AIDS, STIs and TB’s objectives. As clearly articulated by the DTHF 
(2011), which corresponds with other national and international findings, the exclusion of 
populations who are at the margins of society and are at higher risk and vulnerable to 
acquiring HIV undermines any effort to effectively respond to the epidemic. 
Perceived healthcare worker’s attitudinal barriers  
 
Although access to friendly healthcare services is generally a concern for all populations 
(Kigul et al. 2009), MSM patients are usually faced with unwelcoming HCWs because of 
their sexual practices. HCWs do very little to make MSM patients feel welcome usually due 
to homophobic attitudes (Smith et al. 2013). The term homophobia is commonly used to 
illustrate negative attitudes towards sexual minorities, including MSM. In particular, being 
homophobic usually refers to an unreasonable fear of same sex practices. With increased 
suggestions and calls from others that the term homophobia be replaced with what is known 
as homoprejudice. This implies a more active form of discrimination, which generally 
perpetuates hatred and anger towards an individual (Logan 1996). 
As seen from the discussion in the previous sections of this study, stigma and judgement from 
public HCWs, remains one of the most important single factor driving the majority of African 
MSM to hide their sexual practices from HCWs (McKirnan et al. 1995, Anova Health 2014). 
Such behaviour from HCWs fuels levels of dissatisfaction with the public health system 
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among MSM. Studies have shown that patient satisfaction is crucial to healthcare as it 
influences whether a person will seek medical advice, comply with treatment and maintain a 
relationship with the health facility (Schoeps et al. 2011). The lack of approachable 
healthcare services or friendly health professionals in some cases, may contribute towards 
MSM’s lack of knowledge on safe sex practices or lack of knowledge on appropriate risk 
reduction strategies (Adam et al. 2009). 
This negates the fact that primary healthcare facilities are often a point of first point of entry 
for many individuals seeking healthcare in most developing communities. The WHO (2012) 
asserts that a key objective of any good health system is to deliver quality services to all 
people, when and where they need them. However, despite this idealism and all the other 
policy guidelines discussed above, attitudinal barriers around MSM health issues are 
widespread across the country. For example, a study conducted by Rispel et al (2011) to 
assess the utilisation of health services by MSM in South African cities, found that the 
majority of participants who depended on the public health sector experienced negative and 
judgemental attitudes from HCWs. According to the report, this made participants become 
reluctant to use public healthcare services and to disclose their sexual orientation to 
healthcare workers because of past negative experiences. These findings are similar to those 
from other African studies that reported low rates of disclosure of sexual practices to HCWs, 
driven by both fear and experience of stigmatization and discrimination (Lane et al. 2008, 
McIntyre 2010, Smith et al. 2013).  
A Kenyan study found that MSM in Nairobi did not approach healthcare workers for advice, 
for fear of exposure, and discrimination (Geibel 2012), while other African studies report that 
homophobia limited MSM's utilisation of HIV and AIDS programs (Johnson 2007). These 
findings are similar to results which found that MSM avoided services where they were 
stigmatised by HCWs, with more reports that non-gay-identifying MSM avoid discussing 
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same-sex practices with HCWs (Lane et al. 2008). When HCWs do not consider the needs of 
MSM, or create barriers to care, it is difficult to ensure utilization of HIV prevention and 
treatment services (McIntyre 2010) 
Though the South African DoH encourages all individuals across all population groups, 
regardless of sexual practices to access and utilise public health services, MSM remain 
excluded from sexual health services on the whole and usually find it hard to access condoms 
and lubricants to protect themselves from STIs including HIV (DTHF 2011).  Rispel (2011), 
for instance, states that only 7% of survey participants indicated a government clinic as a 
preferred healthcare provider. According to the report, this was largely due to MSM's 
experiences of an unresponsive public healthcare system and other factors such as stigma and 
discrimination. Rispel continues that an even smaller percentage (4.3%) of participants 
indicated that a private healthcare provider was their preferred service provider, suggesting 
that public HCWs are generally not equipped with the necessary skills to provide appropriate 
care around the risk of unprotected anal sex.  
Though not proven to be linked, the lack of skills on handling anal STIs may directly 
contribute towards the stigma and discrimination faced by MSM in public healthcare 
facilities (Kombo et al. 2015). This generally contravenes MSM human rights and contradicts 
South Africa’s public health principles of freedom from discrimination and health access for 
all.  
The University of Columbia, or UoC (2013) adds that the lack of appropriate skills to provide 
specific MSM healthcare services is fuelled by the inadequate distribution of HCWs in public 
health facilities. For instance, in its baseline assessment conducted in 2012 in the Eastern 
Cape, Free State, Northern Cape, Limpopo and KZN, it found that responding provinces 
demonstrated MSM-related public health and training needs in varying degrees: 
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1. The need for sufficient and skilled human resources was mentioned by all provincial 
respondents. 
2. Poor infrastructure and overcrowding illustrated the need for effective and simple 
administrative measures. 
3. Identified learning needs and gaps included training on both general and more 
specialized topics, including diagnosis and management of all forms of STIs and TB. 
4.  Existing monitoring and evaluation systems in many of the provinces remain 
fragmented and compounded by the challenges of capacity.(UoC, 2013) 
 
As skills are not evenly spread across the different nursing categories, especially in rural 
settings, the UoC recommends the need to build MSM-related skills competency and 
adequacy to improve quality and efficiency of MSM health provision and programs.  
Another qualitative study conducted by the Centre for AIDS Prevention Studies at the 
University of California and by the University of the Witwatersrand, described the public 
health clinics where MSM sought sexual health services as places where MSM were verbally 
harassed, especially those MSM who identified as gay (Lane et al. 2011). In addition to 
verbal harassment, HCWs compromised their patients’ right to privacy and confidentiality by 
openly gossiping about the patients and their conditions. This ill treatment of MSM patients 
by HCWs and the breach of their confidentiality contravenes the South African Nursing 
Council’s (SANC) pledge and commitment to ensuring patients’ right to confidentiality and 
the provision of non-judgemental healthcare service in the fight against HIV/AIDS (SANC 
2005).   
SANC clearly condemns discrimination against patients and violation of their confidentiality. 
SANC is responsible for ensuring the protection of the public and has pledged to do 
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everything in its power to make sure that patients get the care they deserve.  It believes that 
ethical problems with the nursing of patients arise mainly from ill-informed perceptions 
(SANC 2005). It also states that HCWs should: provide effective nursing according to 
personal needs of the patient; show empathy to patients’ social dilemma; provide expert 
accompaniment to patients, their families and communities in order to continue a normal, 
responsible life; and protect life, in the case of the unborn child.  
Conclusion 
 
Despite the goodwill and good intentions of policy makers through the development of the 
Batho Pele principles and the NSP on HIV/AIDS, STIs and TB; delivering healthcare to 
MSM individuals is generally not simple due to multiple factors or barriers.  In some cases, 
there is a possibility that such barriers could just be imagined by MSM patients or be a mere 
perception of challenges into receiving healthcare. However, these factors or barriers may 
also be real in communities, at a structural level, or at individual HCW levels. Examples of 
community barriers may include homophobia, discrimination and stigma, intimidation and 
blackmail. Structural barriers may include a lack of policy provisions around access to 
appropriate treatment tools and healthcare materials for MSM individuals. This also includes 
lack of appropriate skills training and knowledge in meeting the unique and comprehensive 
healthcare needs of MSM individuals.  Personal barriers may comprise of  HCW bias and 
unfair judgement towards MSM sex behaviours, lack of self-recognition as MSM; one’s false 
perceptions of personal risk for HIV acquisition or a belief that one is immune to risk and 
therefore can engage in high risk behaviours. This also includes an individual’s own 
stereotyped beliefs about who is at risk. For instance, a person may believe that he or she is 
not at risk because he/she does have sex with MSM or gay men, even though the individual 
may engage in behaviours that places him/her at high risk. Another individual factor could be 
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the illusion of vulnerability – this means the individual generally underestimates their 
personal risk in comparison to the risk faced by others who engage in the same behaviours. 
Individual misconceptions about HIV transmission and other STIs means there is 
misunderstandings on how such an illness is acquired. Therefore, any such mistaken beliefs 
may interfere with the individual’s understanding of what is actually risky or not.  
Lack of effective policy implementation and the lack of recognition of healthcare needs for 
MSM and other high risk groups will result in government’s failure to realise its policy 
ambitions. The exclusion of key populations also contravenes human rights and public health 
principles of freedom from discrimination and access to health services. The UNAIDS (2010) 
stresses the importance of health services for MSM, stating that the lack of HIV-related 
services for MSM is a massive failure. Therefore, setting appropriate interventions has to be a 
high priority with the aim of achieving universal access to HIV prevention, treatment, care 
and support for all groups, including MSM and transgender people.    
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CHAPTER THREE: THEORETICAL FRAMEWORK 
 
Introduction 
This chapter intends to explain the theoretical framework that informs my study and the 
related data.   
Carl Jung (1971) describes an attitude as a hypothetical construct that represents a person's 
like or dislike for anything. Jung adds that attitude is a judgement made on the object - a 
person, place, task, event, skill, etc. These judgements can range from positive, negative or 
ambivalent as attitudes arise from an inner framework of values and beliefs, developed over 
time. Similar to Jung’s school of thought, most theories emphasise individual behaviour and 
usually disregard and ignore the influence of alternative factors such as environmental 
influence of social norms, structural problems and peer influences concerning certain 
behaviours (Bronfenbrenner 1999). In addition most of these theories are based on the 
decision-making of rational individuals who follow an established linear path from 
awareness/knowledge to attitude to behaviour change. For instance, the Health Belief Model 
(HBM) (Rosenstock 1966) emphasises that decisions concerning health behaviours are 
motivated by the individual’s subjective perceptions about a potential health threat.  
According to this model, perceived threats motivate people to take action in order to address 
a perceived health problem.  
Research related to health behaviours such as smoking, dieting and exercising, which applied 
the HBM, have shown that benefits of adopting positive health behaviours should outweigh 
any costs (Orji et al. 2012).  However, other studies have reported conflicting findings (Janz 
and Becker 1984). Overall, evidence suggests that though the beliefs specified by the model 
are prerequisites for preventative health behaviours, social and economic variables and other 
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cognitive imperatives, which are likely to be involved or play a part in prompting such 
behaviours, lack acknowledgement within the model. Another social cognitive model, the 
theory of planned behaviour (Azjen 1985,1988), has received less criticism than other 
models, yet researchers have pointed out that its significant weakness is that the model does 
not include a temporal element (Berry 2006, Rutter and Quine 2002). This means the model 
does not describe the order of the different beliefs or any direction of causality. Others argue 
that the model is too subjective and neglects important social variables and does not specify 
the relationship between the different health beliefs (Shwartzer 1995). For example, Klein et 
al (1999) and other researchers such as Rousseau and House (1994) and Stokols (1996) 
emphasise that research that focuses on any one level underestimates the effects of other 
factors. Therefore, the approach of focusing on HCWs’ attitudes alone will not be adequate 
without looking at other enabling or disenabling factors that may be present. For instance, the 
SEM, which will be elaborated in the next discussion, considers the complex interplay 
between individual, relationship, community, and societal factors. It allows us to understand 
how the range of factors that act together at one level influence factors at another level. The 
model emphasises the necessity of acting across multiple levels of the model at the same 
time.  
The “historical heterogeneity” of social ecology has meant that the perspective has garnered 
support from numerous academic fields (McLaren and Hawe 2005: 6). As a consequence, 
since the 1980s social ecology model has become increasing popular, especially within the 
fields of social science, health promotion and public health (Hawe and McLaren 2005). The 
emerging popularity of social ecological perspectives has been recognized not only to the 
“qualitative shift” from individualistic to socially orientated health promotion strategies, but 
the important review of what characterises one’s personal health (Stokols 1996: 282). 
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It is in light of this holistic approach that this study will adopt the SEM model (Sallis and 
Owen 2002), as its main theoretical framework. The US Department of Health Services 
(1996), states that programmes that are designed using the SEM model are likely to sustain 
prevention and treatment efforts over time than interventions which are based on single 
theoretical approaches. This is evidenced in interventions based on some theories which are 
formulated as guides to understanding behaviour, including those designed as frameworks for 
behavioural interventions. These theories' purposes are not consistent and their effectiveness 
in the African context are not widely researched and documented (U.S. Department of Health 
and Human Services 1996). Such criticism brings to light the strengths and weaknesses of 
previous models and theories, showing that there is room for more research into behavioural 
change theories, especially those that apply to unique African issues and contexts 
(Aribenhuwa and Obregon 2000).   
The Social Ecological Model (SEM) 
 
The SEM (Sallis and Owen 1997), is the theoretical approach I have adopted for this study. 
The SEM draws upon several sources in an attempt to acknowledge the complexities 
involved in the process of assessing behaviour.  






Authors: Sallis and Owen (1997) 
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The use of these interrelated sources and levels is driven by the fact that no single factor 
explains why public HCWs are perceived to hold negative attitudes towards MSM and other 
sexual minority groups. Possible discrimination; acceptance and the perceived attitudes of 
public HCWs towards MSM is a complex phenomenon that has its roots in the interaction of 
many factors.  
The SEM’s approach is comprehensive in that it not only focuses on the individual; like the 
HBM and the other theories mentioned elsewhere (McLeroy et al. 1988,  Green et al. 1996); 
but also consider the norms, beliefs, social systems and public policies that frequently fuel 
perceived negative attitudes towards MSM. 
Described as having “tackled the problem of complexity by dividing the environment into 
four levels beyond the individual”, the SEM has accommodated the determinants of 
behaviour by adopting a multi-levelled approach (Green et al. 1996: 278). As illustrated in 
Figure 3 (see page 40) the SEM seeks to understand the multiple and interrelated factors that 
influences individuals to do what they do. These include intrapersonal or personal factors – 
such as past experiences and self-efficacy, social processes and primary groups, the 
institutional situations and factors, cultural norms and community factors. Finally, the SEM 
looks at the public and structural policy that affects people’s behaviours and actions. The 
stratified approach of the SEM notably distinguishes itself from the other somewhat 
controversial individually orientated health behaviour change theories (McLeroy et al. 1988, 
Green et al. 1996).  As demonstrated above, many of the threats to MSM healthcare access 
are directly linked and related to HCW behaviours. I will therefore briefly summarise the 
different aspects of the SEM variables respectively.  
The intrapersonal level of the SEM looks at aspects of one’s knowledge, attitude, behaviour, 
skills and one’s perceived self-efficacy (McLeroy et al. 1988). These factors encompass the 
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internal thought processes that influence a particular behaviour, interest in adopting safer 
behaviours, belief in the value of those behaviours, and a sense of capacity to carry these out. 
Unlike other theoretical models of behaviour change, the SEM recognises that it “may also 
incorporate techniques to modify the nature and extent of social influences” (McLeroy et al. 
1988: 356). Several strategic interventions that are supported at the interpersonal level of the 
SEM are the use of “mass media, support groups, organisational incentives, or peer 
counselling” (McLeroy et al. 1988: 356).   
The individual’s interpersonal situation and their primary group such as family, religious 
groups, political groups, colleagues, peers or friends are very influential in an individual’s 
social life (McLeroy et al. 1988). At times, individuals find themselves pressured by their 
social groups to engage in behaviours which are deemed to be socially unacceptable in order 
to maintain their position or status in their social groups. Unequal power in the relationship 
and the stakes involved in not complying can make refusal difficult. The individual’s social 
group can also be used to bring together people who are dealing with behaviours that are 
difficult to change. Individuals within the same group can share experiences and learn from 
each other about how to handle particular situations that may be potentially challenging. Thus 
the social environment and relationships of an individual at the SEM acknowledges the social 
and relationships an individual may value or belongs to.    
The institutional or organisational environmental factors of the SEM refer to characteristics 
or aspects of formal and informal organisational policies and procedures. When 
encouragement to change behaviours is offered in the context of a workplace or other 
established social groups, a change in group norms can take place that can increase the 
chances of an individual adopting a new or desirable behaviour. Organisational policies and 
rules might also provide more efficient access to a large group of people than individual 
interventions can.  By assessing the organisational context of individuals the SEM suggests 
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that interventions can be instrumental in “creating healthier environments in addition to 
creating healthier employees” (McLeroy et al. 1988: 360).   
The fourth level of the SEM relates to an individual’s community. There is a shared belief 
that people within a community can exert some control over what take place around them and 
are influenced, in turn, by the same community as a whole. One’s neighbourhood or 
community can, for example, decide to take a collective stance or responsibility to challenge 
unequal social norms or values. This is usually when people within a particular community 
have a sense of shared belonging and identification with their community.  
The SEM also identifies three distinct elements at the community level. These are discussed 
by McLeroy et al (1988: 363) as follows:   
First, community refers to mediating structures, or face-to-face primary groups to 
which individuals belong. This view of community embraces families, personal 
friendship networks, and neighbourhoods. Second, community can be thought of as 
the relationships among organisations and groups within a defined area. Third, 
community is defined in geographical and political terms, such that a community 
refers to a population which is coterminous with a political entity, and is characterized 
by one or more power structures. 
There is thus a strong psychological investment in the community and a belief that the 
community can take care of many of an individuals’ needs. This means the community as 
proposed by the SEM should not be simply viewed as “aggregates of individuals sharing 
common demographic or geographic characteristics” (McLeroy et al. 1988: 363). Instead, the 
community ought to be viewed as part of the overall comprehensive structure which acts as 
an individual’s social support, and that has potential of encouraging or undermining the 
adoption and /or maintenance of certain behaviours or attitudes  
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Finally, the SEM considers structural factors and these refer to aspects of social policies and 
broader legislation issues. These are designed to guide issues such as social inequalities, 
community planning, healthcare and other aspects which affects individuals at all spheres of 
life and environments.  Structural factors come together to form the context within which 
social and personal behaviours takes place. Larger social structures shape the everyday life of 
individuals and at the same time, the everyday practices of individuals help to shape those 
larger structural forces.  
With this in mind, the SEM recommends that in order to change attitudes or behaviours, it is 
important to consider other environmental barriers and factors across the different levels 
simultaneously. This is because a person’s environment at any given level can either help of 
impede the adoption of certain behaviours. For instance, the availability of transportation, 
neighbourhood safety, the presence of friendly healthcare services; are examples of aspects of 
the structural environment that can affect heath related behaviours. (WHO 2002).  
The SEM in practice 
 
The SEM has been successfully applied, including programmes focusing on bullying and 
victimisation (Garbarino and deLara 2002, Olweus 2001, Swearer and Doll 2001, Swearer 
and Espelage 2004). The SEM has also been used to develop non-discriminatory healthcare 
interventions by Seattle’s public health department in the United States. In the 1970s, for 
instance, the CDC used the SEM to address violence as a priority area for public health. 
Throughout the 1980s, the CDC established goals and programs for the prevention of 
violence through the Division of Violence Prevention. In order to fully understand violence 
as a public health issue and to inform its prevention efforts, the CDC used the SEM because 
of the understanding that violent behaviours are extremely complex in their root causes. The 
interplay and connectedness between individual, community and social level of influences on 
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the susceptibility to and protection from violent behaviour, were examined (Dahlberg et al. 
2002). This resulted in the employment of prevention strategies which included a continuum 
of activities, such as community education and awareness efforts, identification of risks and 
protective factors and continuous monitoring of violent behaviours. These activities 
addressed all levels of the SEM in order to create a sustainable approach to violence 
prevention (Andersen et al. 2000). 
From these and other findings, it is clear that HCW perceived attitudes towards MSM may be 
a phenomenon which can, similarly, be influenced by the individual, family, school, peer 
group, community or society.   
SEM at the individual level  
 
Individual aspects of the SEM are biological and personal history factors that increase the 
likelihood of an individual becoming a victim or a perpetrator (CDC 2013). Interventions at 
the individual-level factors can be designed to address issues of social, cognitive skills and 
behaviour. This may include appropriate educational training strategies to address each aspect 
(Powell et al. 1999). However, training alone is not a sufficient approach for behaviour 
change to occur. This study will show later on that high levels of knowledge do not 
necessarily result in corresponding changes in attitudes or behaviour. HCW perceived 
attitudes and behaviours are linked to the marginalisation of MSM individuals within the 
healthcare context. Consequently, these perceived attitudes are often complex and difficult to 
change thus not a simple linear process. Therefore, the SEM recognises that in order to 
change individual’s attitudes and effectively change their behaviour, it “may also incorporate 
techniques to modify the nature and extent of social influences” (McLeroy et al. 1988: 356).  
Other interventions which are strategic in effectively addressing the SEM’s intrapersonal 
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issues include the use of peer groups, role models and communication interventions and 
appropriate guidelines (McLeroy 1988 ).   
SEM in relation to interpersonal level of influence  
 
The CDC (2013) suggests that frequent negative attitudes can be fostered at the interpersonal 
relationship level of the SEM due to influences from peers, intimate partners, and family 
members. Since much of the victimisation reported by MSM and other sexual minorities 
occur in public healthcare settings, researchers have recently begun to examine the early 
developmental processes, such as family socialisation, that may contribute to an individual’s 
victimisation of others. The role of parenting methods and relationships with one’s siblings 
contributes to the understanding of the family connection to maltreatment of other 
individuals. According to Lickel, Schmader, and Hamilton (2003), research of the Columbine 
shootings in Littleton Colorado, revealed that parents were largely viewed to be responsible 
for the shooting disaster. All three researchers argued that parents are usually held 
responsible by the public when crisis strikes. This is because one’s parents are expected to be 
the close source of nurture, authority and education provider to their children.  
Generally speaking, children who are found to demonstrate bullying behaviours relatively 
have parents who are authoritarian (Baldry and Farrington 1998). Therefore, peers in the 
HCW context are a powerful force or authority figures who are capable of contributing to 
negative attitudes within their work environment. At the interpersonal and family level of the 
SEM, a person’s closest social relationships can shape an individual’s attitudes and range of 
experience. For example, the family environment is where social norms and values are learnt 
from a young age.  HCWs’ families may have a great deal of influence over their perceptions 
around MSM issues.  
47 
 
Several theories in the literature such as the dominance theory (Pellegrini et al. 2001), 
attraction theory (Bukowski et al. 2000) and the homophily hypothesis (Cairns and Cairns. 
1994), and other research also emphasise that peer group members play an important  role in 
motivating what is called the bully-victim phenomena (Craig and Pepler. 1995, Salmivalli 
2004).  
From a social dominance point of view and in the context of perceived HCW attitudes 
towards MSM patients, individuals are usually expected to follow a vertical chain of 
importance. This means that their position may occupy a particular order in society and this 
may influence their access to resources or services (Pellegrini and Long, 2004). Both authors 
discovered there was a very strong relation between aggression and dominance and 
concluded that aggression is used to establish dominance within a particular context, social 
environment or peer group. However, the initial aggression decreases overtime because the 
group now understands who occupies the highest rank (Varjas et al. 2009). In addition, the 
homophily hypothesis (Berndt 1989, Kandel 1978) suggests that peers affiliate with those 
with similar attributes, including behavioural characteristics, such as attitudes, academic 
achievements and tendency toward misbehaviour (Flannery et al. 2007). 
Other studies which examine peer networks and aggression have found support for the 
homophily hypothesis (Cairns and Cairns 1994), and state that peers tend to influence each 
other over time. For example, in a short-term research conducted by Swearer et al (2003) of 
verbal aggression among middle school students, levels of peer aggression were prevalent 
and expected from individual youths over a school year. This finding was found to be true in 
both females and males, even after controlling for baseline levels (Espelage et al. 2004)  
Therefore, strategies to address HCWs’ perceived attitudes towards MSM at organisational 
level may include communication skills to address potential verbal aggression. This may 
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include the provision of peer programs which are designed to promote positive 
reinforcements based on mutual respect for all, patient equality, and trust between HCW and 
patient (CDC 2015). According to the CDC, patient trust is the key to a successful 
relationship with HCWs in which the rights and responsibilities of both the patient and the 
HCW are upheld. The CDC adds that trust implies a firm reliance by the patient on the 
integrity, ability and character of the HCW. For instance, if a patient trusts or has confidence 
in his or her HCW, he or she is more likely to be willing and able to adhere to treatment and 
follow the HCW's instructions and advice. HCWs should therefore strive to be worthy of this 
confidence by earning the patient's trust; which the CDC enlists can be earned through three 
key steps: respecting the patient's autonomy, and a patient’s right to determine what will be 
done with his or her body, belongings, and personal information i) freely providing complete 
and accurate information, ii) rigorously maintaining confidentiality. (CDC 2015). 
 SEM at the societal level of influence 
 
The community level of influence of the SEM model may include factors such as gender 
norms, religious or cultural beliefs, societal norms, and social policies (Murray 2000). 
Community level influences can also be factors that influence one’s attitude based on 
individual experiences and relationships with community, and social environments such as 
health facilities, workplaces, neighbourhoods and schools. 
HCWs play a key role in creating a positive or negative healthcare environment. This may be 
influenced by one’s own cultural values regarding appropriate or inappropriate sexuality, 
which may disapprove of same-sex activities. Therefore, it is likely that serving an MSM 
patient may conflict with a particular physician, nurse, and other HCW’s own moral or 
religious principles (Gerbert et al. 1991).  However, HCWs who continuously resist or object 
to the provision of care to MSM as a result of their moral beliefs against homosexuality can 
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subsequently do more harm to their patients’ health. The World Medical Association, or 
WMA (2013) states that refusal of HCWs to provide non-partisan healthcare provision is in 
direct opposition with a healthcare principles and obligations to provide non-discriminatory 
healthcare services. The WMA also emphasises that the patient’s interests takes precedence 
over those of the healthcare provider. There is also a broad consensus that public healthcare 
workers who are unable to provide appropriate services in the context of public healthcare; 
should by law refer such a patient where he or she will access quality clinical care and 
appropriate services (Savulescu 2006, Dickens 2006). 
However, refusal to provide healthcare services to an MSM patient could be viewed as a 
manifestation of bullying behaviours towards the individual. Research by Murray (2007) 
points out that HCWs are prone to exercise or adopt negative attitudes or bullying tactics for 
various motives. The major reason that was provided is that the majority of perpetrators of 
bullying; in any given context crave for complete control over their environment. This form 
of control is not about the HCW empowering their patient in any way; empowering being the 
belief that change is necessary and possible, but rather a negative attitude which reflects 
unequal power relations between the HCW and the patient. Once that sense of power is 
established between the parties, effective healthcare provision cannot take place since part of 
the empowering process incudes being sensitive to the healthcare needs of the patient, being 
respectful and extremely cautious and sensitive towards their private information.  Therefore, 
HCWs who “lack the ability to be remorseful or feel guilt over the harm inflicted upon 
others” in the healthcare setting, make it impossible for the MSM population to access 
appropriate healthcare interventions (Anderson and Whiston 2005:378).  
Though such attitudes may be prevalent and visible at a clinic level, fellow HCWs may lack 
the skills to effectively address this. This corroborates research on other negative attitudes 
and practices such as bullying in schools. For instance, in the teaching environment, teachers 
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have been found to lack adequate skills for addressing or establishing the extent of 
victimisation that occurs at school level (Holt and Keyes 2004).  
Taking this example into the healthcare setting and context, HCWs may lack the necessary 
skills on how to effectively handle or address situations of HCW-patient victimisation at 
clinic level (Espelage and Swearer 2003). HCWs’ inability to respond to issues of ill-
treatment has implications related to MSM patient’s perceptions of public healthcare 
interventions. When MSM individuals witness the lack of responsiveness from the concerned 
HCWs’ peers, or on the part of the healthcare facility management, or the higher level 
authorities within DoH, they may feel hopeless and believe that recognition of their rights to 
healthcare is impossible (Dupper and Meyer-Adams 2002, Houndoumadi and Pateraki 2001).  
Typical examples of discrimination at healthcare facilities were reported at nearly 30 
different public and private healthcare facilities throughout King County in the United States 
(Plough 2000). Such behaviour included acts of racial slurs and as well as differential 
treatment of patients. As a result of these HCW attitudes, interviewees reportedly changed 
their health seeking behaviours, including delays in seeking treatment and care. A call to 
action was made to enforce non-discrimination policies in the region’s major public 
healthcare facilities.  
From this, it is easy to see the interaction and interplay between the individual, the 
institutional environment and community variables that inform one’s victimisation of another 
individual. Such multiple and interrelated systems are critical to understanding the social-
ecological origin of HCWs’ attitudes towards MSM (Swearer and Doll 2001). For instance, 
during the transition from elementary school to middle school, according to Swearer and Doll 
(2001:7):   
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individuals enter a new environment where the nature of peer groups are changing, 
the family may also be an influential force in the life of the individual, the 
community that surrounds the home becomes more important as individuals walk to 
and from work and become more involved in community activities.   
As ordinary individuals who are part of a larger community and likely to be influenced by 
their environments, HCWs may use aggressive behaviours to create some sort of hierarchy or 
authoritarian environment within their own family, peer group as well as the healthcare 
setting. Rodkin suggests that such individuals are likely to be considered “attractive by their 
peers” and “could potentially have a socializing effect on others, either positive or negative” 
(Rodkin 2003: 384.) 
Thus in order to effectively tackle negative social dominance issues within a given 
community, strategies should be designed to positively impact the individual’s environment, 
processes and policies within a given context or community. According to the CDC, this 
includes the use of social norm campaigns which are aimed to nurture community 
environments that promote positive relationships between individuals. These must also be 
based on mutual respect, equality, and trust between the parties involved. Strategies at the 
society level include collaboration and linkages at multiple levels. These partnerships should 
work together to promote gender equity, promote positive social norms, facilitate policies and 
laws that promote trust and encourage patient relationships based on equality. (Powell et al. 
1999).  
This study will also look at other SEM variations such as the SEM of Communication and 
Health Behaviour (SEMCHB), (Kincaid et al. 2007). This will be briefly discussed at the 
theoretical framework and analysis stages of this study. Overall, the major objective of this 
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study is to assess how the SEM’s different spheres of influence work reciprocally to influence 
HCWs’ knowledge, attitudes and practices towards MSM 
Conclusion 
 
Due to its complex nature, the SEM has been criticised for the difficulty of applying its 
principles when designing programs and public health interventions. However, over time, the 
model is being increasingly used to design comprehensive public health programs (CDC, 
2014) and other social related interventions.  As discussed in previous sections, perceived 
HCWs attitudes towards MSM are driven by multiple factors and these contribute to most 
challenges faced by this population. Therefore, efforts to address perceived HCW attitudinal 
barriers will be maximised by assessing and finding solutions at multiple levels. This study 
thus aims to produce enough theoretical rationalisation to justify this study’s objectives as 
well as outline the theoretical concepts that support the analysis of the data gathering.   
53 
 
CHAPTER FOUR: METHODOLOGY 
Introduction 
 
This chapter presents the research methodology that was used during the data collection 
process. It expands on the research paradigm employed and clarifies the research design of 
this research, thus leading to the plan for collecting and analysing data within this study 
(Guba 1990: 17, Ragin 1994: 191). The sampling technique and recruitment strategy utilised 
to select participants for this study will be explained. Lastly, issues of research and data 
validity are examined, and the ethical considerations for this research explained.   
Research paradigm  
 
This study employed qualitative approaches. Qualitative research is a method of inquiry 
which aims to gather an in-depth understanding of human behaviour and the reasons that 
govern such behaviour (Denzin and Lincoln 2005). Qualitative research explores the 
richness, depth and complexity of a phenomenon (Strauss and Corbin 1990).  
 
Generally, little has been written on the subject of exploring and examining knowledge, 
attitudes and practices of HCWs towards MSM in uMgungundlovu and eThekwini districts in 
KZN. Research has mostly been limited to major international fora and metropolitan areas. 
However, there is growing recognition in South Africa that MSM are disproportionately 
affected by HIV; that they have been severely under-served by the country’s previous 
national HIV and TB response; and that they contribute considerably to sustaining the high 
rates of new infections recorded every year (Imrie et al. 2008). Another reason for little 
research, especially in rural settings, is that, generally, MSM is a taboo subject in many 
cultures and most societies are generally in denial or unaware that sex between men happens 
or that MSM exist in their homes, families and communities (UNAIDS 2010). Therefore, the 
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choice of a qualitative research approach is pertinent to this study as it is well documented 
that where there is little evidence on a particular research topic, qualitative strategies and 
approaches are a very useful method to adopt.  The added benefits of recruiting qualitative 
research approaches in this research is also due to their exploratory nature (Denzin and 
Lincoln 1994). In addition, the researcher was able to make use of open ended questions and 
this made room for participant probing where necessary, thus allowing all study respondents 
to express views in their own words.  The use of qualitative research methods in this study 
was an effective opportunity to identify factors which are not easily identifiable or seen. 
These SEM variants include individual and interpersonal values and beliefs, organisational 
practices, structural processes and other interrelated aspects of the social ecological model 
(Bernard 1995).  
Research design  
 
This study is designed as a Knowledge, Attitudes and Practices (KAP) study. KAP studies 
explore the knowledge, attitude and practices of a community (Kaliyaperumal 2004). The 
main purpose of this KAP study is to explore knowledge, attitude and practices of the HCW 
community towards MSM, and the kinds of practices that are followed regarding 
management of MSM treatment. Kaliyaperumal (2004) states that before beginning the 
process of creating awareness in any given community, it is first necessary to assess the 
environment in which awareness creation will take place. KAP studies tell us what people 
know about certain things, how they feel and also how they behave.  
The knowledge possessed by healthcare workers refers to their understanding of the subject 
of MSM in relation to healthcare. Attitudes refer to healthcare workers’ feelings towards the 
subject of MSM, as well as any preconceived ideas they may have towards this topic. 
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Practices refer to the ways in which HCWs demonstrate their knowledge and attitude through 
actions (practice).  
KAP studies can also identify knowledge gaps, cultural beliefs, or behavioural patterns that 
may facilitate understanding and action, as well as those that pose problems or create barriers 
to health related efforts (WHO 2008). They can identify information that is commonly known 
and attitudes that are commonly held. To some degree, they can distinguish variables 
affecting one’s behavioural conduct that is not known to other people, the purpose behind 
these practices, and how and why individuals adapt certain practices or attitudes. KAP studies 
can likewise evaluate communication methods and processes that are vital to define effective 
programmes and communication strategies in HIV prevention. In this study, these KAP 
principles are interpreted by assessing and understanding the knowledge of healthcare 
workers regarding the relationship between MSM and HIV, as well as assessing their 
attitudes towards MSM, and the ways in which these attitudes may affect their practices of 
treatment or general service provision to MSM patients. It is proposed that understanding the 
levels of knowledge, attitude and practice of HCWs will enable a more efficient process of 
awareness creation as it will allow health programmes to be tailored more appropriately to the 
needs of the MSM community. 
Additionally and in relation to the features described broadly as KAP, the objectives of the 
study are to establish:  
1.  The knowledge held by health workers of the relationship between MSM and HIV. 
2.  Perceptions of health workers on the relationship between MSM, sexual practices 
and HIV.  
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3.  Attitudinal responses which may occur (e.g. sympathy, blame, judgement) in 
counselling and treating MSM. 
4.  What ways, if any, do these attitudes impact on the practice of treating MSM 
patients? 
As illustrated above, the questions were designed with the objectives of the study in mind. In 
addressing the above it aims to assess: how comfortable HCWs are in communicating with a 
patient about their sexual history, their level of comfort in taking care of a family member 
who is an MSM and whether HCWs witness cases of discrimination towards MSM patients 
during consultation or treatment by fellow HCWs. 
Sampling strategy 
 
HCWs who participated in this study were selected through convenience sampling, which 
refers to a sample that is “restricted to a part of the population that is readily accessible” 
(Singh and Mangat 1996: 7). This strategy was selected because it is practical in terms of 
producing an estimated number of people to interview without the cost or time required to 
select a random sample. Being a nonprobability technique, the findings cannot be generalised 
to the population at large, but still reveal insights into the area of question.  
 
The sample size was a total of sixteen healthcare workers, from the original sample of twenty 
due to shortages of HCWs on site.  The criterion for the sample size included interviewees 
being familiar with the topic under scrutiny. Selection for the discussion group was also 
based on the use or knowledge of public healthcare. The most important criterion for 
inclusion in this research was that participants should be registered and practicing 
professional HCWs. This included a variety of HCWs such as the heads of department, 
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doctors, nurses, pharmacists, technicians or medical students from each of the identified 
public health facilities in eThekwini and uMgungundlovu districts.  
  
Homogeneity among the participants was extremely important since in focus groups, 
researchers are interested in the attitudes and behaviours of a specific demographic, rather 
than in a widespread generalisability (Greenbaum 1998, Krueger 1988). Moreover, some 
researchers recommend that women and men should be interviewed separately, and that the 
age difference within a single group should not be more than 15 years (Berger 1998, 
Greenbaum 1998, Krueger 1988). In relation to this and the homogeneity of participants, a 
conscious effort was made to interview 50% male and 50% female HCWs. However, due to 
the shortage of on-site professional health staff, 70% (11) of the interviewees were female 
and 30% (5) were male.  Additionally, the group comprised of six professional nurses and 
one doctor from Imbalenhle community health centre, herein referred to as Imbalenhle clinic, 
and five pharmacists and four professional nurses from King Edward VIII hospital. These 
research participants were all aged between 20 and 50 years of age. The research was 
conscious of staff and time limitations posed by the healthcare environment, thus a pilot 
study was not conducted. 
 
Though the original sample size was twenty HCWs, 10 from each facility, the final sample 
size was characteristic of an ‘”information-rich” sample style arrangement; that is to say, 





For ethical purposes, HCWs requested that their names not be mentioned in the study; hence 
respondents were allocated numbers and referred to as “respondent 1” all the way to the 
sixteenth respondent, followed by their location and date of interview (see Appendix 1). 
Data collection 
 
The researcher compiled the guiding questionnaire and framework for the interview process 
(see Appendix 2), designing the interview template for the purposes of gathering relevant 
data in line with KAP study methods. This was a necessary step to commence with the 
research, and demonstrated the ethical integrity and relevance of the proposed interview 
questioning. 
 
The data collection was based on two gathering techniques. The first was focus group 
discussions with a sample of sixteen HCWs, with one group from eThekwini, comprising 
nine HCWs, and the second group from uMgungundlovu with seven HCWs. Focus groups 
are usually interested in delving into people’s attitudes, interests and opinions concerning 
specific phenomena, situations, products or artefacts. “Focus groups create a setting in which 
diverse perceptions, judgements and experiences concerning particular topics can surface.  
Persons in focus groups are stimulated by the experiences of other members of the group to 
articulate their own perspectives” (Lindlof 1995: 174).  
 
The focus group interview format, which incorporated a structured questionnaire focusing on 
knowledge and practices, allowed for open-ended discussions thereby limiting interviewer 
bias and giving voice to the participant. This is because “the aim of the focus group 
discussion is not to build consensus, but just the opposite – to find out what each member of 
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the group thinks about the topic under discussion, and to elicit from each person his or her 
opinions and descriptions of the behaviour of interest” (Berger 1998: 89). 
 
Additionally, focus group methods arose as a reaction to the confinements of traditional 
interviewing techniques which had undesired impact from the interviewer and limited the 
respondents' reactions and the advancement of new thoughts. These constraints of 
conventional interviewing strategies prompted the improvement of non-traditional 
methodologies, of which focus groups approaches, became “the exemplary format” (Krueger 
1988: 19). The focus group questions were open ended and were the same for both focus 
groups as this was an effective way to understand the personal experiences of others (Fontana 
and Frey 1994), and ensure a level of consistency in the content of the data collected. The 
value of asking the same questions in both focus groups’ discussions was to provide 
comparable responses, however the interview was developed by the conversation between the 
interviewer and interviewees (Wisker 2001). Open ended questions were deemed relevant in 
this study as they afforded participants the flexibility and time to delve deeper into aspects 
that might pertain directly to their roles as HCWs (Berger 2011) and explore key messages of 
the SEM variables. 
 
The second data gathering aspect involved the same sample of HCWs collecting data through 
individual self-administered questionnaires. Seven carefully designed questions comprised 
the ‘attitudes’ template which assessed personal attitudes of HCWs towards MSM. Using a 
combination of both focus group discussions and self-administered questionnaires aimed to 
improve this study by ensuring that the limitations of one type of data was balanced by the 
strengths of another. It was important to combine both questioning strategies to all 
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participants in this study. All sixteen people participated, with a few participants opting not to 
answer all questions. The response rate was therefore 16/16 = 100%.   
 
The questionnaires were organised and designed around the KAP study themes. Each of these 
themes was discussed by identifying relationships between the SEM concepts or between one 
variable and another. For example: Is the individual knowledge around MSM related to MSM 
acceptance or stigma? Is the social environment or background related to positive or negative 
attitudes towards MSM? At the organisational level, what are the norms related to caring for 
a patient with an anal STI? The results were then used to make inferences about the emerging 
findings from the data. The broader research questions also served as a comprehensive 
research guide for uncovering the necessary data.  
 
In terms of the recruitment strategy, the researcher made contacts with both health facilities 
and the individual heads of departments were briefed on the purpose of the study and the 
desired sample. A verbal notice was sent out by each head of facility to the various 
departments and units, inviting participation in the research. This took place after a 
gatekeeper permission letter from the Provincial Health Department was issued as proof to 
proceed with data collection (see Appendix 3)    
Data recording  
 
Printed in both English and isiZulu, the informed consent document requested individuals to 
formally declare whether they were comfortable with the conditions of this study. Once 
individuals had consented to participate in the study and signed the informed consent form 
(see Appendix 1), the data gathering process commenced. The interviews were recorded with 
the use of a mobile phone recording device and questions were read out to participants in 
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English as the language of preference. Focus group discussions were approximately one hour 
long, and were conducted in a private and comfortable room that had been allocated during 
preplanning discussions with both the Imbalenhle and King Edward VIII heads of facility. 
Interviews at Imbalenhle clinic were audio-recorded on a recording device after securing both 
verbal and signed permission from participants to do so. However, participants from 
eThekwini opted not to be recorded and the researcher used the written form in order to 
record emerging themes. This was also an excellent way for the researcher to start 
familiarising herself with the data (Riessman 1993). When the day’s data collection was 
complete, all audio recordings were manually transcribed by the researcher. 
Data analysis 
 
This section describes the form of data analysis employed in this study. The procedure of 
analysing qualitative data is said to be a “process of resolving data into its constituent 
components, to reveal its characteristic elements and structure” (Dey 1993: 31). Various 
methods can be utilised in the endeavor to achieve such an outcome; for the purposes of this 
study, an approach known as thematic data analysis was employed. 
Thematic analysis 
 
Thematic analysis “is a search for themes that emerge as being important to the description of 
phenomenon” (Fereday and Muir-Cochrane 2006: 3). Thematic analysis identifies analyses 
and reports patterns or themes within data. It minimally organizes and describes data sets in 
(rich) detail. However, frequently it goes further than this, and interprets various aspects of 
the research topic (Boyatzis 1998). Through the meticulous reading of the data, emerging 
themes can “become categories for analysis” (Fereday and Muir-Cochrane 2006: 3). A 
‘theme’ can be described as a subject that “captures something important about the data in 
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relation to the research question, and represents some level of patterned response or meaning 
within the data” (Braun and Clarke 2006: 82).  
According to Braun and Clarke, there are two ways to develop study themes. These can either 
be done inductively or deductively. While the latter, the deductive approach, can be 
determined by “the researcher’s theoretical or analytic interest in the area”, the researcher can 
predefine the study themes (Braun and Clarke 2006: 84). Inductive themes, on the other hand, 
are generated by thoroughly re-reading the data. This method is thus data-driven and not 
derived from pre-existing frameworks or by the researchers’ preconceived themes. In this 
study, deductive methodology to theme development was employed and guided by the KAP 
methodology. However, emerging sub themes were partly developed through the inductive 
approach and as guided by the social ecological model which informed this study. 
The audio recordings were transcribed and the data generated resulted in a large volume of 
information. Transcribing and translating the data gave the researcher an opportunity to 
acquaint herself with the data and get a basic impression of the data. The data was then 
organised into the most important themes which emerged. In this sense, theoretical thematic 
analysis was used as the method of analysis. The formation of the different themes was made 
easier by the familiarisation of the data. The inductive themes that emerged from the data 
were compared with the deductive themes and guiding research questions that were used to 
collect data to examine whether there were any similarities.  
The three deductive themes that were used to collect the data for this study were knowledge, 
attitude and practice. Themes which emerged from the data and belonged together but had 
clear and identifiable distinctions between them or with the main themes, were broken down 




The knowledge explored HCWs’ understanding of health issues concerning MSM, while the 
attitude component was interested in their feelings towards MSM as well as preconceived 
ideas that they may have towards the subject of MSM. The practice section sought to 
understand the ways in which HCWs demonstrate their knowledge and attitude through their 
actions or practice. Emerging themes from the data were compared with the initial study 
themes to assess whether both the initial themes and the new ones were relevant or not. 
Newly emerging themes were added to the pre-existing ones, at the same time, keeping in 
mind the study questionnaire and study framework.  
Research comments or responses which were similar or commonly stated were grouped 
together and summarized. This also allowed the researcher to identify key emerging themes 
as well as finding the rationale behind respondents’ various views and perceptions about 
MSM. Each response was interpreted with the aim of analyzing and understanding the true 
meaning of certain views which were expressed during both the focus group discussions and 
the self-administered questionnaire.   
Additionally, the themes were discussed by identifying relationships between the SEM 
concepts, as the study’s theoretical framework, which helped in making sense of the findings. 
For example, is one’s social environment related to positive or negative attitudes towards 
MSM? What are the relations between the organisational culture and HCWs’ attitudes 
towards caring for a patient with an anal STI? What SEM level factors contribute towards the 
difference in MSM healthcare knowledge between respondents? The results will then be used 
to make inferences about the findings from the data. 
Use of the SEM in data analysis 
 
As discussed in the theoretical framework chapter, it is clear that behavioural phenomena and 
challenges faced in society are equally influenced by the individual, family, public 
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institutions, peer group and the community (McLeroy et al. 1988, Green 1996). This study 
will identify factors at each level using the KAP study to determine the perceived HCWs’ 
attitudes towards MSM.   
Individual 
 
Data collected for this study aims to understand and identify personal factors that influence 
HCWs’ perceptions of MSM.  At this level, attitudes and beliefs that ultimately prevent or 
promote change in perceptions will be identified. Strategies which bring change at the 
individual level or focus on changing an individual’s knowledge, attitudes, behaviour and 
skills are explored, and will be analysed in the next chapter.   
Interpersonal 
 
In the SEM, Sallis and Owen (1997) propose that it is not only the environment that directly 
affects or influences the person, but that there are layers in between, which all have resulting 
impacts on the next level. The study will examine relationships that may inhibit or promote 
HCWs’ attitude to change.  According to the SEM a person's closest social-circle, peers, partners 
and family members influence their behaviour and contribute to their range of experiences.  
Organisational and community 
 
As noted in previous sections, international and local research highlights that HCWs play a 
significant role in influencing health seeking behaviours of MSM. This study considers 
HCWs’ social settings, such as workplaces and neighbourhoods or communities, in which social 
relationships occur;  and seeks to identify the characteristics of these settings that influence 
HCW behaviours and attitudes towards MSM.  Organisational and community factors 
constitute the social context that facilitates certain behaviours and negative attitudes towards 
MSM patients.  For instance, one’s perceptions are almost always influenced by one’s 
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environment which may involve co-workers or one’s community norms and values. 
Relationships with patients are played out within a larger context of organisational and social 
influences, including group norms and cultural expectations. Organisations, such as 
healthcare facilities, can be the source of social inequalities or can promote a sense of 
belonging as far as MSM health seeking behaviours are concerned. Additionally, the 
organisational environment of individuals at the SEM level of influence can be instrumental 
in “creating healthier environments in addition to creating healthier employees” (McLeroy et 
al. 1988: 360). For instance, lack of resources at clinic level can affect the quality of available 
healthcare to MSM as much as it will affect staff morale of HCWs in as far as their ability to 
provide these services is concerned. 
 
The next section delineates the validity of the data gathering and the subsequent research 
findings. 
Validity, reliability and rigour  
 
Stemming from a positivist discourse, the concept of validity refers to “whether the research 
truly assesses that which it was intended to discover or how truthful the research results are” 
(Joppe 2000: 1). Validity has been a problematic concept to articulate within qualitative 
research practices, and as a result “many researchers have developed their own concepts of 
validity such as, quality, rigor, and trustworthiness” (Golafshani 2003: 602). However, 
traditionally within qualitative inquiry, validity has consisted of two contributory 
components, namely internal and external validity. Keeping in mind the interpretative 
perspective adopted in this study, this section discusses measures taken to ensure the internal 




In general, internal validity refers to “the degree to which the results can be attributed to 
treatment”, which essentially addresses the credibility of a researcher’s given approach to 
drawing conclusions from gathered data (Ali and Yusof 2011: 30). Golafshani (2003) adds 
that there are no specific rules to evaluate internal validity or reliability of a given qualitative 
study. The exception is when exploring the researcher’s efforts at ensure academic rigour and 
credibility during research and the discussion of data. 
 
This requires consideration of whether the right research questions were asked or not. In the 
context of this study, the reliability of research was promoted due to the confidentiality of 
research participants (see Appendix 1). In conjunction with this, the research methods chosen 
are well established and documented, drawing on long-standing theory to underpin the 
interview questions and data analysis. Central to this study is the KAP study design and the 
SEM which are both well documented methods, thereby providing a large measure of rigour.   
Ethical considerations   
 
Ethical considerations were very important for this study as they are to all research studies, so 
as to protect the individuals’ physical and mental integrity, to respect the moral and cultural 
values, religious and philosophical convictions and other fundamental rights including 
respect for privacy (Bastien et al. 2011) 
Gatekeeper permission (see Appendix 3) to conduct interviews was first obtained from the 
provincial health district and subsequently, from district health authorities and heads of both 
healthcare facilities (see Appendix 4). Before the gatekeeper letters were obtained from both 
the provincial health department, UKZN ethics committee ethical approval letter (see 
Appendix 5) was first sought and obtained from the university.  
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Permission from the head of facilities was instrumental in terms of determining suitable times 
for the researcher to conduct the interviews. Emphasis was placed on ensuring interviews 
took place at a convenient time that would not disrupt provision of public health services. As 
part of the ethical deliberations, all participants were handed out with written informed 
consent form (see Appendix 1).  This was written in a simple and clear language and clearly 
articulated the purpose and objectives of the study. In addition to this, the consent form made 
provisions for full participation or opting out from the study, as well as explaining issues of 
participant confidentiality. For example, individuals were handed informed consent forms 
and the researcher explained that individuals do not have to participate in this study if they 
are uncomfortable with the subject. It was also explained that if individuals opted to 
participate, they also had an option to discontinue participating at any given time during the 
discussions. Participants were also made aware that they did not have to disclose any 
confidential information or answer any question with which they felt uncomfortable to 
engage.  
The informed consent forms were well thought through and designed to reiterate the 
voluntary nature of this study. Likewise, the individuals’ perceptions would not be used 
against them whether they chose to participate or not. For example, if a HCW wished to 
participate, their identity would remain hidden by means of a pseudonym or a number 
identification followed by the location of the respondent and the date of interview; for 
example: respondent 4, Imbali, 8 May 2015. Imbali is a township or location, defined as an 
“area that is designated under apartheid legislation for exclusive occupation by people 
classified as Africans, Coloureds and Indians” (Lester et al. 2009: 6).  In the event of the 
findings being published, this measure will ensure the protection of participant’s identities. 
Participants were also made aware that no manner of compensation will be dispensed for 
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their participation in this study; however, their contribution could be of value to improving 
healthcare service provision for MSM.  
The interview process commenced after individuals formally consented, in writing, to 
participate. During this time, the interviewer was conscious of the respondent’s emotional 
wellbeing, allowing individual respondents to guide the discussion and discussing whatever 
information each person felt comfortable to disclose within boundaries. The researcher 
relayed back the respondent’s answers after each question. This was to ensure each position 
was accurately understood by the researcher and the subsequent guiding questions. This 
technique provided for more ethical and valid findings.  
Limitations   
The limitations of this study that are worth mentioning relate broadly to three areas of this 
dissertation which are knowledge, attitudes and practices. A person’s knowledge, attitudes 
and practices are overarching categories that encompass more complex and subtle 
psychological and social dynamics, such as their self-confidence and their susceptibility to 
peer pressure (WHO 2013). Understanding these dynamics may require more time which will 
allow the researcher to gather useful information for decision-making. However, this is 
beyond the scope of this particular study. This study intends to illuminate some of the socio-
cultural and economic aspects of the context in which public health programmes for MSM 
are implemented. Such information has typically been gathered through various types of 
cross-sectional surveys, the most popular and widely used being the KAP survey (Green 
2001, Hausmann-Muela et al. 2003, Manderson and Aaby 1992, Nichter 2008: 6-7). Due to 
the small sample in this research, I consider whether findings apply to the majority of the 
HCW population or whether there might be important differences between respondents.  
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Respondents may have been reluctant to talk about sexual matters, which required the 
researcher to explain, with respect, and help them understand why their honest responses 
were important. 
It is documented that the facilitation of focus groups requires that the moderator be well 
prepared and fully aware of the research questions under discussion (Greenbaum 1998, 
Krueger 1988). He or she needs to balance a lively discussion since “interaction among 
participants is a vital part of the focus group process and must be encouraged to maximize the 
quality of the output from the session” (Greenbaum 1998: 66), while at the same time, 
exerting the moderator’s role as an “authority figure in the room who is in control of the 
group discussion” (Greenbaum 1998: 67). Throughout the focus group discussions, the 
researcher observed that some respondents sought to dominate the dialogue. To solve this, the 
researcher was well prepared for sensitivity to group dynamics and ensured that the more 
quiet participants got a chance to speak, while the more vocal participants observed the 
process. The researcher also tried to create a more relaxed environment due to the sensitive 
subject of MSM.  
The method of a focus group discussion may have been limiting for some respondents due to 
the need to trust each other with sensitive or personal opinions. In order to combat this 
possible limitation somewhat, the same group of respondents filled in the self-administered 
questionnaire. Additionally, the health facilities were not able to provide the requested 
sample of 10 diverse HCWs as originally requested due to critical shortages of professional 
HCWs and the demands placed on their time. Therefore, the views of the 16 HCWs are not 
intended to be a complete reflection of the general healthcare workers necessarily, but it 
provides in-depth insight into the concerns motivating this research question. In terms of 
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mitigating time constraints issues, participants were interviewed an hour before commencing 
their duties.  
The final limitation of this study relates to the sensitive and personal nature of the MSM 
topic, and the manner in which this may have influenced the long process in attaining ethical 
approval from the research committee or influenced delays in obtaining gatekeeper 
permission from both health facilities for data collection purposes.  
Taking into consideration that discussing MSM behaviours can be a sensitive issue, the 
discussions on this topic generated emotional responses from a few participants, thus 
revealing true or hidden beliefs about the subject. In addition to this, the subject of MSM is of 
a politically sensitive nature thus the ethics committee felt the need to act as gatekeepers 
during the research approval process to protect participants from potential harm. Various 
reviews and documentation from literature points out that HCWs, as research subjects, may 
be hugely impacted by the research and its findings. Other individuals who may be affected 
by the research include the researchers, transcribers, supervisors and readers of publications 
may also be placed at risk. Potential risk could include physical and/or psychological (Walker 
1979, 1984; Mccosker 1995). Therefore, in order to protect everyone who participated in this 
research from any form of physical and psychological risk, confidential protocols were 
developed and explained at the beginning of the research process to minimise risk through the 
confidentiality clause (see Appendix 1). 
Finally, the findings depicted in this research are based on HCWs’ KAPs. The findings do not 
claim to represent direct causal relationships between KAPs and subsequent HCWs’ service 
provision to MSM individuals; more accurately, these findings depict KAPs that would 
ultimately influence, rather than dictate, MSM service provision. 
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While the above limitations will not hinder the adequate analysis of this research, future 
studies could potentially address these limitations by incorporating more participants through 
a probability sampling method. Since the main purpose of this KAP study is to explore 
knowledge, attitudes and practices of HCWs towards MSM, it will be valuable to evaluate, 
over time increases in knowledge, changes in attitudes towards MSM, as well as changes in 
the kinds of practices that are followed regarding health management of MSM.  
The next chapter will outline and discuss results emerging from the research data collection. 
This includes detailing the significance of the emerging data while keeping in mind the 
objectives of the study, the study questionnaire and the pre-identified KAP themes.   
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CHAPTER FIVE: RESULTS AND DISCUSSION 
Introduction 
 
This chapter presents and summarises results from the data collected from both focus groups 
and self-administered questionnaires. Interviews took place between May and July 2015.  
The collected data will be discussed in relation to the study objectives and main questions 
and linked to the three themes that were identified in the methodology chapter, these being 
knowledge, attitudes and practices. Each of these themes is discussed by identifying 
relationships between the SEM concepts, as the study’s theoretical framework, or between 
one variable and another. The analysis is also informed by relevant information presented in 
the literature review.  
The findings will explain how HCWs’ KAPs may influence their service, and how these 
attitudinal barriers can be addressed in order to positively influence MSM health-seeking 
behaviours, treatment decisions and access to comprehensive prevention services that are 
tailored to the needs of MSM in KZN.  Results from the research will help understand the 
levels of KAPs which need to be dealt with in order to enable a more efficient process of 
awareness creation as it will allow MSM health interventions to be improved. 
Structural and healthcare environment  
 
The purpose of discussing the structural and healthcare-related environments of participants 
in this section rather than at the introduction stage of the thesis is to briefly draw attention to 
the structural and policy level of the SEM. To show how one’s environment affects behaviour 
or influences certain processes at all the levels of the SEM. By taking this into consideration, 
the study aims to shed some light on the broader structural context within which HCWs 
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operate. The study utilises the SEM characteristics as points of reference when discussing 
patterns that emerge in subsequent KAP themes.  
King Edward VIII hospital is based in Congella in the eThekwini municipality. According to 
the DoH (2014); Congella is a thriving industrial area with great potential for increased 
development. Congella is used for factory purposes and enjoys adequate road and railway 
traffic and access to a water frontage. The number of students and working class residents 
who live in Congella is on the rise and, the majority of these residents earn a low income or 
have none. As such, though no direct evidence of linkages, the assumption is that most of 
these residents are reliant on the public healthcare system as provided by the hospital. The 
rise in low income and student residents is partly attributed to the industrial activities in 
Congella and that King Edward VIII Hospital attracts job seekers since it is the second largest 
hospital in the southern hemisphere. It also provides regional and tertiary services to the 
whole of KZN and Eastern Cape provinces. It also attracts young people since it is a teaching 
hospital for UKZN’s Nelson R Mandela School of Medicine, including a nursing college 
which is attached to it.   
King Edward VIII Hospital can accommodate approximately 930 stay-in patients and nearly 
360 000 outpatients. Though these are high numbers the hospital is stretched and, perhaps, 
under-resourced.   
Though the eThekwini municipality has seen a growing number of private healthcare 
facilities, these are run on commercial lines and cater for middle to high-income earners who 
tend to be members of private medical schemes, or to individuals looking for top-quality 
medical care.  
In contrast to King Edward VIII Hospital, Imbalenhle clinic is based in Imbali township, in 
the uMgungundlovu district. This district is known not only for its role as an industrial hub, 
74 
 
but also hosts the second largest metropolitan city, Pietermaritzburg, which lies 
approximately 80 kilometres outside of the eThekwini municipality. Research shows that 
40% of the South African population resides in townships. Living conditions within these 
settings is reported to be largely underdeveloped despite the end of apartheid in 1994 and its 
22 years of  democracy (Bond 2008: 406).  
Despite the said thriving industrial businesses, levels of poverty and unemployment remain 
high in both the eThekwini and uMgungundlovu districts. This means healthcare provision is 
largely the burden of the state through facilities like Imbalenhle clinic and King Edward VIII 
Hospital. Though the public healthcare system is well on its way to being reformed with the 
increase in funding for public facilities; infrastructural conditions within many townships like 
Imbali visibly remain inadequate.    
It is within this context that both health facilities operate, with Imbalenhe serving an 
estimated population of 1 066 148 from 11 municipal wards. The clinic has 6 feeder 
municipal clinics that refer patients, with severe cases being referred to Edendale hospital 
which is located in the Pietermaritzburg. The clinic is one of the few in KZN which operates 
twenty-four hours, and currently has a headcount of approximately 25 000 patients per month 
(DoH 2014).  
Healthcare workers’ (HCWs’) knowledge and practices about MSM health issues 
 
Discussions under this theme aim to explore and identify knowledge and practices of HCWs 
around MSM issues in general and how these are related to health. This section only assesses 
HCWs’ knowledge and practices and related sub-themes which emerged from data collection 
under both knowledge and practices. Emerging themes from this section, and as described in 
the methodology chapter, will be largely linked with the various levels of the SEM which 
takes into account: the intrapersonal factors, interpersonal processes and primary groups, the 
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institutional factors, community factors, and finally, public policy, associated with MSM. 
Informed by personal experiences and information, factors in these levels relate to how 
individuals perceive a certain practice or issue, as well as how it relates to them (Sallis and 
Owen 1997). 
The degree of knowledge and practices assessed in this section helps to locate areas where 
awareness-raising or sensitisation efforts need attention. Knowledge refers to the awareness 
and understanding people have about a particular issue (Etter et al. 2000). From this, it can be 
deduced that knowledge may not be directly visible. However, practices or behaviours are. In 
this study, practices can be seen in the form of HCW actions in response to healthcare needs 
of MSM individuals. Therefore, for the purposes of this study section, practices deal with the 
concrete, with actions.  
Both knowledge and practice themes and emerging or related sub-themes will be assessed 
together to show their connections, as described in the methodology section. I therefore hope 
to contextualise my study into the SEM theoretical framework and highlight some of the non-
mediated channels shaping HCWs’ perceived attitudes and perceptions towards MSM. 
 The attitudes findings will be discussed separately.   
HCWs’ knowledge and practices: Understanding of MSM terminology vs gay identities 
 
To ensure general understanding of the study subject, HCWs were asked about the definition 
of MSM and how this differed from gay identities. Attempting to assess the level of 
knowledge among those interviewed, the researcher did not give a unified definition of the 
term MSM1 (the definition to which this study subscribes is provided in Chapter one).   
                                                 
1 The definition describes MSM’s sexual behaviours, notwithstanding personal identity, motivation for 
partaking in sex, or identification with any particular sexual orientation.  Simply put, gay is a chosen identity 
whereas MSM is just a descriptive for sexual behaviour. 
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In response to the question assessing knowledge and understanding of the term MSM, the 
overwhelming majority of respondents from both study settings said that though they have 
heard of the term MSM in various fora such as health reports, television programmes and 
other health related meetings; they found it difficult to understand or define it. This finding 
corresponds with Meyer et al (2011) in their analysis of the description of MSM. The authors 
suggest that the definition of a typical MSM was difficult since MSM come from all forms of 
backgrounds, socio-political, socio-cultural as well as professional attributes. This also 
includes being engaged in different same-sex behaviours. Despite this understanding, as 
evidenced from this study, there seems to be a general failure by the majority of respondents 
to recognise and uniformly agree what the term MSM entails or means in its various contexts 
or as per the UNAIDS definition.  
However,  in response to the question of whether it was possible to judge if a person is gay or 
MSM by looking at them, most of the respondents agreed that “90% of the time we can if 
they are gay, but no, if they are MSM” (respondent  2, Imbali focus group, 8 May 2015). 
Linked to the SEM, Bronfenbrenner (1999) acknowledges here the relevance of biological 
and genetic aspects of the person and how this influences other people’s behaviour towards 
them. Bronfenbrenner dedicated a lot of his attention towards the individual’s characteristics 
and how this may impact their social environment. Bronfenbrenner divided these 
characteristics into three types: demand, resource, and force characteristics. “Demand 
characteristics are those that act as an immediate stimulus to another person, such as age, 
gender, skin colour, and physical appearance” (Bronfenbrenner 1994). These types of 
individual characteristics have the potential of influencing one’s initial interactions and how 
they are perceived by others in a social setting since expectations of how they should respond 
will have been formed already. This explains why most respondents from both Imbali and 
eThekwini were very attentive and keen to understand the differences between MSM and 
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gays, while some considered it unethical to judge people’s physical characteristics before 
providing services or that it was irrelevant to obtain such information, expressing that MSM 
“look like everyone else” (respondent 4, Imbali focus group, 8 May 2015). Differences which 
emerged the most were based on sexual behaviour and preference, dress code and physical 
characteristics, with most respondents stating that gay men were different to MSM because 
they tended to have an effeminate walk and manner of speech, while others said the majority 
of gay people have a tendency of using “too much” (respondent 6, Imbali focus group, 8 May 
2015) - hand gestures when they spoke, described as ‘enhanced physical gestures’. Others 
associated gay men with males who wear short skirts and applied female make-up, whilst 
MSM were seen as ordinary men who “act and dress like men” (respondent 1, Imbali focus 
group, 8 May 2015). For these reasons, a few of the respondents believed MSM were 
“confused individuals” (respondent 4, Imbali focus group, 8 May 2015) or “abnormal” 
(respondent 9, eThekwini focus group, 3 July 2015). This finding is also echoed in the 
Attitudes discussion section of this chapter.  
Respondents from both health facilities were given an opportunity to discuss what the term 
MSM means in relation to public health. This gave respondent 10 (eThekwini focus group, 3 
July 2015) an opportunity to express discomfort and challenged the term MSM as being 
overly complicated to define due to its variations. Respondent 10 cited the following 
examples to illustrate the complexities of understanding the MSM term: i) drag queens – 
described as men who dress up in female clothing, wear make-up and wear their hair as 
females, ii) queens – described as males who are very feminine and dress up in tight pants, 
love fashion and are “very proud” (eThekwini focus group, 3 July 2015)  but do not wear 
female clothes or make-up, iii) straight-gays – described as those who have sexual 
relationships with men.    
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However, a few of the respondents, particularly those from Imbali where more likely to 
disagree that the term MSM is difficult to define or understand, than respondents from 
eThekwini. With one respondent making an attempt to explain MSM as simply “men who 
enjoy having sex with other men but identify themselves at straight men” (respondent 5, 
Imbali, focus group, 8 May 2015). However, the majority of respondents from both Imbali 
and eThekwini acknowledge the term is not easy to explain in the sense that it overlooks the 
complexities of human sexual behaviours. The descriptions mentioned by respondent 10 
(eThekwini focus group, 3 July 2015) were used as good examples of the many variants used 
to describe the MSM population, alongside other terms which are frequently cited in various 
communities. Participants from Imbali discussed other terms which they described as largely 
used in local townships and many other communities but less used in professional settings - 
acknowledging their homophobic connotations. These terms include i) “double adapters” (for 
bisexuals), ii) “izitabane” (male homosexuals), iii) “ngqingili” (Zulu slang for non-gender 
conforming), iv)“isitshatsha” (derogatory township term for gay), v) “isiqenge” (Zulu word 
for transgender), vi) morphies (male homosexual), vii) “izinja’ (dogs), viii) isikhawundane” 
(Zulu term for a promiscuous individual). 
Respondents from both Imbali and eThekwini believe these terms are largely used in 
township communities and less mentioned in urban settings. This is because urban areas are 
believed to be more tolerant towards the MSM population and their behaviour. Linked to the 
societal level of influence of the SEM, and given that participants from Imbali mostly live in 
surrounding townships, while respondents from eThekwini largely live in surrounding 
suburbs, participants had diverse MSM descriptions and terminology. It is therefore evident 
that each meaning and description given was shaped by participants’ communities. For 
instance, while most respondents from both study areas were unclear about the official 
definition as prescribed by the UNAIDS, the majority identified MSM and gay as the same 
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population and in accordance to their communities’ understanding of MSM. Therefore it is 
understandable that participants had different sets of terminologies used to describe the MSM 
population due to established understanding at community level. Additionally, community 
behaviour towards MSM generally reflects participants’ life experiences which if repeated 
over the years, become established norms and values from the early years of childhood 
(Bronfenbrenner 1979). This may also influence other levels of the SEM such as family, 
organisational, personal and interpersonal on how MSM individuals ‘should’ be defined and 
treated. 
Having said this, a few of the participants from Imbali were able to articulate the 
epidemiological meaning and differences between MSM and gay: “Simply put, men in this 
group are attracted to women, marry them, have babies with them and are generally described 
as heterosexuals. Difference is, they just like to enjoy sex with other men but they are not gay 
or bisexual and they also don’t see themselves as gay or bisexual” (respondent 6, Imbali 
focus group, 8 May 2015). This statement corresponds with the growing evidence which 
shows that MSM are not necessarily gay or bisexual. The CDC (2012) points out that it is 
estimated that more than three million men who self-identify as straight secretly have sex 
with other men.   
In a similar vein, respondent 8 (eThekwini focus group, 3 July 2015) remained unclear about 
the differences and wanted to know “I still don’t get it, if they are not gay or bisexual, then 
what are they?”  
Knowledge and common understanding of the differences between MSM and gay was 
therefore found to be lacking among the majority of the interviewed HCWs. For instance, the 
apparent contradiction in respondent 5 and 6’s understanding with respondent 8’s statement 
suggests there are deeper disparities in the level of knowledge, practice and understanding of 
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the differences between MSM and gay among individual HCWs, with MSM and gay 
terminologies most likely to be used interchangeably, while others see MSM as a distinct, 
homogenous group.  
The lack of coherent understanding and lack of clarity between the two concepts usually 
implies that one size fits all approaches to MSM healthcare are likely to be adopted in public 
facilities. This has implications for risk reduction messaging, as non-gay-identifying MSM 
remain untargeted in either mainstream heterosexual or gay media; and interventions (Rebe et 
al. 2011).    
Cultural influences on HCWs’ knowledge and practices 
 
With regards to the SEM societal influences, respondent 8’s comment could have been said 
in the context of not knowing the difference between gay and MSM, or having cultural 
stigma against MSM, religious beliefs opposed to MSM, family influences over perceptions 
around MSM, or personal attitudes towards male-on-male sexual relationships. For instance, 
the majority of the HCWs included in this study’s focus groups are Zulu and the rest are 
either Xhosa or English, with their own cultural background or values which may place 
emphasis on appropriate or inappropriate sexual behaviors. This was evidenced by moments 
of uncomfortable silence from a few of the respondents who the researcher assumed may 
have been disapproving of the subject of MSM.  This was also a possible manifestation of the 
dominant view of the un-Africaness of same-sex relations (AIDS Foundation of South Africa 
2013), which remains an increasingly controversial topic in most South African communities.  
This view is evident in the systematic vilification of homosexuality by leaders like the Zulu 
King Goodwill Zwelithini (Reporter 2012) who once stated that traditionally, there were no 
people who engaged in same-sex relationships and that same sex is not acceptable. In contrast 
to this notion, however, and when exploring the cross-cultural variability in sexuality, 
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extensive research reveals that same-sex practices took a number of forms and had very 
different meanings during the pre-colonial days. For example, as various studies suggest, 
same-sex acts were acceptable in the sense that the community agreed not to witness them. 
This was apparently common throughout Africa and was highlighted by Epprecht in his 
reflections on sexuality in Southern Africa. Moreover and according to Epprecht (2013), 
these same-sex bonds were seen as perfectly acceptable, as documented by experts in the 
field of Shona customary law (Epprecht 2013). There was no word to describe male-to-male 
sex because it was never seen as a defining or integral part of a person’s identity but rather, a 
natural way of life (Hinsch 1992). Murray and Roscoe (2012) reported that the Yan Daudu 
societies of the Hausa described same sex practices in terms which describe such acts as not 
being irresponsible. This includes using terms like the wasa (to play), which literally allowed 
same-sex behaviours to be made invisible or totally ignored by the community.   
However, from the focus group discussions it appears that condemnation of same-sex 
practices remains and is still dominant in communities like Imbali township, or they are 
dismissed as virtually unknown; or it is understood that “African tradition is rigidly 
heterosexual” (Lamb 1982: 37). As a result, UNAIDS (2000) records that MSM activities, its 
extent, and public acknowledgement varies from place to place, and some MSM choose not 
to accept sexual identities of homosexuality or bisexuality.  
Disparities between knowledge and practice 
 
Contrasting respondent 5’s excerpt against the earlier comment by respondent 6 on the 
differences between MSM and gays, some interesting inferences could be deduced. Both 
respondents were from the same healthcare facility (Imbalenhle clinic) and were fairly 
knowledgeable about MSM. This highlights that such an institution has had its staff trained 
on MSM health issues and aims to create a friendly service - often incorrectly referred to as 
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an MSM-sensitised service (ITMHC 2012). However, and though knowledge and 
understanding levels of MSM health issues were quite high in Imbali compared to 
respondents from eThekwini, there was a discrepancy in terms of putting the knowledge into 
practice. For instance, HCWs at Imbalenhle were more aware and knowledgeable of the risks 
MSM face and to some extent, knew how to respond to MSM healthcare needs. However and 
despite this, it was also evident that some of the HCW respondents were most likely to put 
their own moral values or religious principles first during consultation, compared to 
prioritizing the needs of the MSM patient. More details from this finding is discussed in the 
Attitudes section of this research. In light of this evidence, MSM patients often experience 
practices of prejudice, and this may serve as potential barriers to MSM risk reduction and 
behavior change efforts.  
Nevertheless, the use of sensitisation training as a tool to develop HCWs’ awareness on 
MSM health related issues was widely discussed by all participants. There was a particular 
enthusiasm from Imbali and eThekwini respondents around the use of such training as a 
resource to develop HCWs’ capacities to respond to MSM patients, receive information about 
MSM health programmes and, most recently, as a mode of interacting with public HCWs on 
sensitive healthcare issues. However, as evidenced in this study, knowledge alone is not a 
cure-all solution to address negative HCWs’ attitudes and practices. Evidence from this 
research shows that though Imbalenhle clinic respondents are sensitised to respond to the 
needs of MSM patients, and had knowledge or skills acquired from the training by the MSPH 
to address MSM health issues, practical competency remains inadequate. Imbali respondents 
explained that prior to the sensitization training, brief assessments were done by the trainers 
to determine the level of attitudes and practices of HCWs. Different professional HCWs were 
invited to participate, including non-health practitioners such as security and cleaning staff. 
The training covered personal perceptions, attitudes and beliefs related to MSM, knowledge 
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of gender issues and human rights, and understanding of legal frameworks, national policies 
and protocols. This was later followed up by technical skills training tailored for professional 
medical staff in addressing biological components of MSM health. However, practical 
experience was not adequately enforced at the clinic level, post training. (Imbali focus group 
discussions, 8 May 2015). This is largely due to inadequate medical equipment tailored for 
MSM patients.  
Such gaps and inadequacies neglect the recommendation that services to address MSM ought 
to follow a more comprehensive approach, especially if they require drawing in and retaining 
MSM in care (De Swardt 2010). In addition to being comprehensive, they must be of quality. 
Hulton et al. define quality as comprising of two components: the quality of the provision of 
care in relation to the service and the system, and the quality of care as experienced by users 
(Hulton et al. 2000). 
Graham et al. (2012) adds that quality of care encompasses clinical effectiveness, safety, and 
a good experience for the patient, with Bruce (1990) adding that quality of care comprises six 
elements described as: choice of methods, information given to patients, technical 
competence, follow-up and continuity mechanisms, interpersonal relations and an appropriate 
constellation of services. On the other hand, Mannava et al  (2015) assert that positive 
attitudes, practices and behaviours - described as friendliness, caring, respectful, informative 
and sympathetic; can produce more desired impact in the health seeking behaviours of 
patients (Mannava et al. 2015). Therefore, when healthcare is deemed to be poor and 
unfriendly by the user, seeking of such services is likely to be neglected or negatively 




HCWs’ knowledge and practices: Understanding of MSM health related issues 
 
Given that participants generally struggled to articulate the differences between MSM and 
gay, it was not surprising that only a few HCWs had knowledge of the relationship between 
MSM and HIV or that they were a high HIV prevalent group when compared to the overall 
population. This is because most of the respondents were not aware of the HIV figures 
specific to MSM, but were aware of the general national HIV statistics. The discrepancy in 
HCW knowledge around the extent of HIV infection among MSM is a particularly important 
concern given that HIV prevalence is high within the MSM population (CDC 2010). This 
evidence points out to potential under-reporting of the real prevalence rate among MSM. This 
could be linked to MSM not reporting or disclosing their sexual practices, owing to perceived 
discrimination from HCWs or lack of appropriate services to monitor MSM prevalence rates 
at clinic level.   
Information and statistics on MSM HIV prevalence is freely available for HCWs’ 
engagement purposes. This includes a variety of independent research reports, materials 
provided by organisations such as the Columbia University and the DTHF. Despite this, 
respondents from both study areas agree that MSM health statistics which are ‘sometimes’ 
presented in the various information materials or reports,  are not disaggregated to reflect the 
extent of need at local or clinic levels. Accordingly, such information does not assist HCWs 
with the required awareness of HIV prevalence and related impact for MSM population 
within the local setting.  
In light of this revelation from the HCW respondents, making sure that HCWs are aware of 
MSM health statistics at local levels can be linked to the policy level of the SEM and that of 
SEM of Communication and Health behaviour (SEMCHB) (Kincaid et al. 2007).  This level 
is where healthcare policy makers should determine the processes of collecting and 
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dissemination of MSM health related data at local levels. This includes availing appropriate 
tools and capacity to collect such data and deliver the needed services in response to 
emerging evidence. Therefore, concerns highlighted here about lack of MSM data at local 
levels should be considered for additional research as they raise more questions about the 
accuracy of the available data at national levels, and whether HCWs have control over the 
data that is being produced at a national level, both in terms of its collection and responding 
through service provision at local levels. This is considering that, as this study shows, public 
HCWs do not have access to the necessary data collection tools and know-how necessary for 
analysis.  
HCW knowledge and practices: Awareness of stigma and discrimination at clinic level 
 
At the organisation level of the SEM, nearly all the respondents acknowledge lack of tailored 
healthcare services for MSM at public facilities. None, including those who were 
knowledgeable about MSM health issues, made any linkages with the lack of availability of, 
and access to appropriate risk reduction materials tailored for MSM, with the perceived 
discrimination of MSM at public health facilities. They just simply dismissed it while most 
expressed shock or stated they were not aware MSM opt not to visit public health facilities 
due to ‘perceptions’ of discrimination; or are reluctant to reveal their sexual practices due to 
fears of being ridiculed by HCWs.   
At the individual level of the SEM, the lack of awareness of their own attitudes and practices 
towards MSM patients may indicate some level of internalised stigma or normalization of 
negative behaviours due to societal or organisational norms. Everyone at the individual level 
of the SEM has some level of internalised values or a set of beliefs and practices that they 
have adopted over the years or during the course of their upbringing.  Such internalised set of 
beliefs may have originated from one’s religious beliefs or may have developed 
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independently from the same religion. Therefore, the likelihood of stigma or discrimination 
towards MSM may be greater than this study can reveal. Thus, the problem may be more 
severe for those men who choose to disclose their sexuality at clinic level. 
In contrast to internalised attitudes, normalisation of a particular behaviour refers to social 
processes through which ideas and actions come to be seen as normal and taken for granted 
as natural in everyday life (Foucault 1999). In sociological theory, normalization of a 
particular behaviour involves the construction of an idealized norm of conduct – for example, 
the way HCWs ideally should behave in a clinical setting, walk, and present themselves, and 
so on. Maintaining the ideal will result in the individual being rewarded or punished for 
giving in, or from opposing the alleged ideal (Foucault 1999). Foucault adds that in the 19th 
century, the normalization process was one of many other psychological strategies that were 
used to impose supreme social control with as little force as possible. This was called by 
Foucault: the disciplinary power and  was largely used to its maximum effect in healthcare 
settings, warfare institutions such as military barracks, prison settings, educational facilities, 
mass worker places such as factories and other work environments. Hence the disciplinary 
power became a very important tool in the normalization of many social aspects of the 
modern day society (Foucault 1999). However, it remains unknown how much of this type of 
influence is still used today in any given context.  
Though the majority of the respondents used structural level policies, such as the South 
African Constitution (1996) as their basis for arguing that public healthcare facilities are 
mandated with providing equal health provision for everyone and therefore, all patients are 
and should be treated equally. This must be irrespective of gender or sexual behaviours.  
Some respondents from both Imbalenhle and eThekwini pointed to policy provisions, which 
advocate for the patient’s rights. For example, the DoH’s Batho Pele principles (1995), 
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which, according to the respondents, are displayed within all public establishments in order to 
inform the public, including patients, of the level and quality of public services they should 
receive. The Batho Pele principles are a good example of a social policy designed by the 
state; at the structural and policy level of the SEM; with the aim of having a positive impact 
on healthcare service provision for all; at the organisational level. These principles exist as 
recognition by public policy makers that acceptable policy and legislative framework is 
needed to guide all aspects of public service delivery.   
These legal provisions can facilitate the process of behaviour change since they are aligned 
with the country’s constitutional ideals of promoting and maintaining high standards of 
professional ethics. Working with local health facilities to enable the behaviours envisioned 
in Batho Pele principles, such as the provision of impartial services which is equal, fair and 
without bias; can help to promote MSM health uptake and increase the health seeking 
behaviours of this population and beyond. The same principles also promote that available 
resources must be used effectively and efficiently, and that public service providers must 
respond to people's healthcare needs. More importantly, the principles promote a process by 
which citizens can identify their own critical needs and have increased engagements in 
policy-making processes in order for the state to provide transparent, accountable and 
progressive public services (DoH 2015). 
Asked whether in reality, all public HCWs uphold these principles, most of the respondents 
expressed that in general, applying these principles in the context of social acceptance for 
MSM sexual practices was generally lacking in most public facilities. However, mainstream 
communities were said to be the least tolerant towards MSM and other sexual minorities. 
Reports of intolerance at community level were viewed by the majority of respondents, in 
both eThekwini and Imbali, as being “contrary to South Africa being a free and democratic 
country” (respondent 9, eThekwini focus group, 3 July 2015).   
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The Imbali participants, more than the eThekwini respondents, were more inclined to identify 
and discuss personal experiences of homophobia within their community. The main reason 
attributed to this is that most of the respondents from Imbali lived and worked in a township 
environment where violence against sexual minorities is said to be more prevalent than in 
urban settings like eThekwini, where tolerance of diverse sexual practices is more prevalent. 
In the respondents’ views, what fueled homophobia at community level facilities was lack of 
education regarding diverse sexual behaviours, and “as a result, most MSM resorted to lead 
double lives in terms of their sexual practices” (respondent 4, Imbali focus group, 8 May 
2015).  
Though respondents were willing to discuss and identify acts of MSM-related stigma and 
discrimination at community level in general, they were reluctant to acknowledge any form 
of harassment, discrimination, patient ridiculing, stigmatization or prejudice because of one’ 
sexual orientation or gender identity. They also denied displaying attitudes that potentially 
demoralizes MSM individuals into seeking public health, or behaviors that are seen to 
undermine patient’s integrity and dignity within public healthcare settings. The following 
statement from respondent 6 (Imbali focus group, 8 May 2015) echoed the perceptions of 
most Imbali and eThekwini respondents:  
Yes, not all public HCWs are sensitized to deal with MSM issues or uphold the Batho 
Pele principles, but I believe that HCWs are trained to provide equal and professional 
services to all populations. I have never known my fellow colleagues to make a 
mockery out of an MSM. For example, if one of them came with an anal infection, I 
wouldn’t turn them away or ask personal questions as to how they got the anal 




However, the above comment contradicts personal accounts of many MSM individuals and 
other international studies and public reports concerning sexual minorities, which assert the 
opposite. For instance, observations made by the Human Rights Council (2011) concluded 
that homophobic, sexist and transphobic practices and attitudes on the part of healthcare 
institutions and personnel deter sexual minority groups from seeking services, which in turn 
has a negative impact on efforts to tackle HIV/AIDS and other health concerns.   
Nevertheless, respondents pointed out that there are relevant bodies, such as the HPCSA, 
which health patients and individuals can approach to complain about healthcare services that 
either violate the rights to good health or breach ethical standards. Some respondents 
explained that each complaint is investigated before receiving an appropriate response by the 
relevant authority. Some of the respondents felt that the choice to disclose cases of MSM 
abuse to relevant authorities was a confidential and personal decision, and that the relevant 
channels to express feelings of stigmatisation and discrimination were available and open to 
all concerned individuals. 
The policy level of the SEMCHB (Kincaid et. al, 2007) approach recognises the 
interdependence between individuals and their political environment and seeks to make 
interventions work by intervening at all the relevant levels. The establishment of the HPCSA 
and the Batho Pele principles highlights the existence of willing leadership and commitments 
at structural or policy levels. However, the gaps in implementation of these principles at 
community and institutional levels of the SEM highlight the need to confront the 





HCW knowledge and practices: MSM health seeking behaviours and health risk 
behaviours 
 
To determine knowledge of health seeking behaviours of MSM individuals and associated 
risks, participants were asked if they have ever asked a patient to disclose the sex of their 
partners, or the type of sex they have. In this study, risk is the quantification of a likely 
outcome occurring (Fielding 2014).  In response to the question above, the majority of the 
respondents said they have never done so “because what MSM do in private is confidential 
and they are not required to disclose their sexuality during consultation” (respondent 14, 
eThekwini focus group, 3 July 2015). Others said even if they were required to ask, MSM 
may be reluctant to tell an outsider that they engage in same-sex activities as a result of being 
shy or not being ready to disclose. 
Once again and as previously discovered in this study, none of the respondents were able to 
make any linkages with lack of self-disclosure of one’s sexuality with the fear of 
discrimination and stigma at clinic level. Though, some of HCWs echoed sentiments that 
non-disclosure of sexual practices has potential implications on the provision of accurate 
diagnosis which increase delays to access appropriate treatment “leading to higher risk of 
transmitting HIV and other STIs to their partners” (respondent 11, eThekwini focus group, 3 
July 2015). 
For this reason, the majority of respondents from both study areas felt that the national DoH 
needs to develop clear guidelines and testing and counselling protocols for implementation at 
every public health institution. This was recognised as a need which will enable HCWs to ask 




HCWs’ knowledge and practices: Substance abuse 
 
The high rates of HIV among MSM has been attributed to many factors including high risk 
behaviours (UNAIDS 2012, CDC 2012, Global Men’s Health Forum 2015). In South Africa, 
anonymous surveys conducted in Cape Town with 92 MSM found that high risk-taking 
behaviour; limited knowledge about HIV; high levels of alcohol use and human rights abuses 
were the main individual risk factors for HIV infection among MSM (Cloete et al. 2008). In 
line with these findings, participants were asked to identify other prevailing risk factors in 
their communities, especially those witnessed at clinic level. However, the risk factors 
identified and discussed in this section are not direct experiences of HCWs at clinic level, but 
more general.  
A few respondents identified alcohol and substance abuse as a potential health risk to MSM, 
with one respondent stating that “[J]ust like everyone, MSM are also at risk because drugs 
and alcohol are a major problem in this community” (respondent 3, Imbali focus group, 8 
May 2015.) This finding corresponds with the wider literature which links substance abuse 
and risky sexual behaviour among MSM (Benotsch et al. 1999, Halkitis et al. 2002, Mattison 
et al. 2001). MSM substance abuse is also linked to the lack of availability of appropriate 
services at public healthcare institutions, with McIntyre (2011) stating that many MSM 
remain depressed and seek comfort in substance abuse, which heightens their risk of HIV 
acquisition and other infections.   
To some extent, substance abuse among the South African MSM population has received a 
lot of attention. This attention is far more than in other African countries (Bourne 2012: 152). 
For instance, a study conducted in Cape Town, Pretoria and Durban reports that 11% of men 
described themselves as “having sex while under the influence of a significant variation of 
drugs within the previous 12 months” (Metcalfe and Rispel 2009: 4-5). Evidence from other 
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studies suggests that due to intoxication, drug users, particularly those who use club drugs 
such as  ecstasy, “admit to not using condoms when having either anal or vaginal sex due to 
loss of control over decisions about condom use” (Vu et al. 2011: 178).  These findings are 
consistent with several other studies that have found a statistical relationship between 
substance use and the likelihood of engaging in unprotected sex (Mansergh et al. 2006, Stall 
and Purcell 2000).  
In spite of the fact that it might be conceivable to say that there is a reasonable relationship 
between certain substance utilisation and sex that leaves MSM more vulnerable against HIV 
transmission and the acquisition of certain STIs, it is not clear whether this is causal or 
basically co-relational. Other studies have challenged this “causal pathway” (Grov et al. 
2008: 42–55). Nonetheless there is evidence to suggest that “the use of a range of drugs, 
particularly methamphetamines, and ecstasy, might have a detrimental impact on adherence 
to anti-retroviral therapy” (Halkitis et al. 2005: 545–58). 
When asked how MSM can be helped to prevent themselves and their sex partner from 
acquiring HIV when under the influence of alcohol and other substances, the majority of 
respondents agreed that condom promotion was key but this was an ineffective strategy as 
long as drugs and alcohol were involved. One participant added that some MSM engage in 
unprotected sex for a “couple of beers” (respondent 3, Imbali, 8 May 2015).  This has also 
been echoed in numerous other studies which suggest that drugs cause high-risk sexual 
behaviour among MSM (Nakamura et al, 2009, Fisher et al. 2009, Forrest et al. 2010), 
perhaps due to the removal of sexual inhibitions.  
These findings are consistent with several studies that have found a statistical relationship 
between substance use during sex and the likelihood of participating in unprotected sex 
(Mansergh et al. 2006, Stall and Purcell 2000).The main cause of substance abuse among 
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MSM are not well-known. However, research suggests that MSM may use drugs for social 
purposes or as a strategy for coping with social marginalisation or family rejection or “to 
mitigate social unease and to gain confidence in seeking sexual partners” (Fazio et al. 2011: 
625 - 41). Fazio et al also suggest that: 
 Harm reduction practitioners should seek to understand variations in drug use 
among MSM in their local area and tailor interventions accordingly. They should 
attend to changes in such use over time, and be accepting of the social and sexual 
environments in which drug use often occurs. Harm reduction practitioners should 
also attend to ethnic or sexuality variation within MSM communities, 
acknowledging that marginalised sections of the population are more likely to use 
drugs and for such use to be problematic (Fazio et al. 2011: 625). 
Bourne (2012) agrees and adds that as long as sexual practices between men is ridiculed or 
disapproved by society, and as long as MSM face stigma and marginalisation, it will be 
extremely important to develop and implement interventions which are effective in meeting 
the diverse and complex healthcare requirements of the MSM population. 
This is the obvious case in KZN, where it remains a challenge to establish the extent of drug 
use since the use of these illegal substances is outlawed in the country. Indeed, even where 
research about MSM and drug use has been conducted, it is difficult to analyse in light of 
conflicting research strategies. (Bourne 2012). This includes the different recruitment 
strategies, “the  focus on various or different drugs or use in different settings or across 
varying time frames, for example within the last month, the last three months, within the past 
12 months or drug use ever in life” (Bourne 2012: 148).  
Delving deeper into aspects of McIntyre’s (2011) findings and respondent 3’s comments 
helps reveal that a proportion of MSM are susceptible to alcohol and drug abuse in their 
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communities. Respondent 3’s response indicates that drugs and alcohol abuse is a general 
problem within the larger community, while McIntyre views the problem among MSM as a 
healthcare issue:   
We find a high rate of alcohol and drug abuse. Those are the issues that intersect 
with risk for HIV infection and with treatment. That can affect adherence issues; 
that can affect the risk of being infected, in the first place. And we are also finding 
in our clinical services a number of other mental health issues – depression, things 
that are not really easily diagnosed in fleeting interactions with a health care worker 
unless they are looking out for them a bit more (McIntyre et al 2011: 23). 
McIntyre’s findings were partially opposed by many of the respondents who stated that being 
an MSM in most communities stigmatizes the individual twofold compared to the general 
population. At the group and community level of the SEM, this means they are likely to be 
marginalised in their own cultural group and the society in general because of their sexual 
behaviour. Furthermore, this study reveals that at the individual and community level of the 
SEM families of sexual minority groups tend to take a passive stance in most cases for fear of 
being mocked by members of the community. This points to the many vulnerabilities of 
MSM at multiple levels of the SEM, which could also lead most to turn to drugs and alcohol, 
thus not just an isolated healthcare issue. To illustrate this, one respondent from Imbali used a 
personal example where a friend was a victim of rape because of their sexual practices. The 
perpetrator, even though he was well known by the victim, still ‘walked free’ due to police 
inadequacies: “I have a friend who is gay and was raped, we went to open up a case and they 
never arrested the man even though we took them to him. He is still roaming the streets” 
(respondent 3, Imbali focus group, 8 May 2015).   
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Other respondents from this study argued against the notion that alcoholism and drug abuse is 
more prevalent among the MSM community, stating that all individuals, regardless of sexual 
behaviours, had unique ways of coping with stress, peer pressure or depression, with one 
respondent in particular expressing that “We all get stressed out by the situations we find 
ourselves in, such as abuse at home and in the community, and we are often pressured by our 
peers and while we have fun we tend to be irresponsible” (respondent 7, Imbali 8 May 2015).  
However, behavioural and epidemiological data indicates that MSM in South Africa have 
high levels of HIV risk behaviour and high HIV prevalence, due to the high levels of stigma, 
discrimination, and violence faced in communities in which they live (Sandfort et al. 2011, 
Burrell et al. 2010). This is also echoed by other studies, including Beyrer et al (2011). 
Beyrer et al suggest that in developing or middle-income countries like South Africa, HIV 
prevalence rates within the MSM population is to some extent driven by HCWs’ unfair 
judgments;  general violations of their rights; cultural, community and religious influences as 
well as the unavailability of suitable healthcare policy provisions and prevention materials. 
 In addition to these study findings, only a few respondents from both focus group 
discussions entirely supported Beyrer’s findings and McIntyre’s (2011) views. More 
specifically, respondents from Imbali expressed that at the individual level of the SEM, being 
an MSM can be challenging enough to lead one to abuse alcohol and drugs, especially when 
surrounded by a judgemental community and family members. However, both focus groups 
agreed that drug abuse as a coping mechanism should be discouraged despite one’s personal 
circumstances, by all population groups. Some stated that there is adequate public 
information in popular media such as radio, television and in newspapers to avert the risks 
associated with substance abuse. Participants felt that MSM and the general populace should 
therefore adhere to these education and awareness materials to reduce the risks of HIV and 
STIs for themselves and their sexual partners.  
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However, the majority of respondents from both study areas did not take into account that the 
success of behaviour change interventions is not only determined by the availability of 
information at community level, but also determined by altering behaviour at an individual 
level first (Parker 2006). Communication experts unanimously agree that “behaviour 
communication is notoriously difficult to initiate and sustain” (Panter-Brick et al. 2006: 
2810). This difficulty is encountered in almost all health interventions (Panter-Brick et al. 
2006). Whether it attempts to persuade the public to adopt an active lifestyle or practice safer 
sex, behaviour change remains a challenge. The reasons behind difficulties in behaviour 
change are largely unknown and are still under investigation (Panter-Brick et al. 2006). In 
relation to the SEMCHB,  there is a need to establish a “compelling and comprehensive 
element inherent in every behaviour change campaign to mobilise communities, rather than 
affecting behaviour change in piece-meal fashion with the hope of trickle-down or trickle-up 
effects” (Panter-Brick et al. 2006: 2811). 
HCWs’ knowledge and practices: Counselling and testing 
 
In order to provide appropriate and comprehensive health services to patients, including 
MSM, the majority of respondents recognised that HIV counselling and testing is indeed the 
first key step to accessing services and treatment. However, the number of MSM who report 
for HCT at both facilities was said to be very low, unknown or “at least they seem invisible 
when visiting health facilities” (respondent 1, Imbali focus group, 8 May 2015). When asked 
to share what they think would motivate MSM to be more visible in counselling 
interventions, some of the respondents from both study settings expressed that the same 
awareness interventions or incentives intended for the general public are equally relevant or 
as effective for the MSM population.   
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Once again, the notion that interventions that are applicable to the general population will 
also work for MSM patients is strongly emerging. This negates the fact that every health 
intervention needs to contain a key element that is powerful enough to motivate the intended 
audience to adopt appropriate behaviour change as promoted by the provider. This means 
refraining from selecting a portion of the audience to address, with the hope that if their 
behaviour changes, other population groups will follow suit. Based on the SEMCHB 
(Kincaid et al. 2007), healthcare communication and information strategies therefore need to 
be tailored in order to motivate MSM patients to seek HCT services as opposed to the general 
approach.  
Other respondents from both study settings argued that knowing one’s status depended on the 
value one placed on relationships or partnerships. With one expressing that “Most 
individuals, MSM or not, only test depending on how close they are to their partner, but most 
people don’t talk about testing. Some do disclose to their partners if they are HIV positive 
and some simply don’t” (respondent 7, Imbali focus group, 8 May 2015).  Using the high 
national HIV statistics to support this argument, some respondents from eThekwini pointed 
out that the general population was as ‘guilty’ of ignorance around the uptake of counselling 
and testing services as MSM were. Other respondents from Imbali felt that HIV testing-
related fear was experienced by all population groups, and that it was everyone’s 
responsibility to take on a more proactive approach to HIV, such as getting tested, practicing 
safer sex and accessing treatment when necessary.  
Taking the above discussion into account, motivating individuals to be more ‘visible’ at 
public healthcare facilities requires health policies that are designed around social-
psychological theories such as Rosenstock’s (1966) Health Belief Model (HBM). The HBM 
states that health-related behaviour is largely informed by the person’s assessment or four key 
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beliefs: perceived susceptibility, perceived severity, perceived benefits of performing 
behaviour and perceived barriers of performing the behaviour.  
Individuals usually carry out personal self-appraisals within these four key components when 
confronted by behaviour change interventions. The self-appraisal is usually meant to establish 
the true risks or benefits that may be related with adopting the suggested behaviours. Initially, 
the individual formulates internal thought process that influences their perception of personal 
risk. This factor is very important in motivating behaviour change and “refers to one’s 
subjective perception of the risk of contracting a condition”, which can be observed in a 
different way among people (Janz and Becker 1984: 2). 
The second key component subscribed by the HBM is the perceived severity an individual 
believes they may be at risk. For instance, the individual may hold a belief that increased 
harm can be done by their condition, or may have societal consequences which includes 
stigma and discrimination or potential job loss. Both the first and second key components of 
the HBM, as discussed already, are linked to individual level risks. On the other hand, the last 
two determinants of the HBM largely refer to interventions that are meant to mitigate the 
risks mentioned at the individual level. Interventions at the third level of the HBM is 
considered a very critical mediator in facilitating desired behaviour changes. These desired 
changes or benefits relate broadly to the “value or usefulness” which a newly acquired 
behaviour is considered to hold against a perceived threat or risk (Hayden 2009: 32). 
The fourth key component, identified as the perceived barriers, is considered very 
instrumental in health behaviour change. These barriers can comprise of environmental 
barriers such as availability of transport, neighbourhood safety, the presence of safe meeting 
places or other personal barriers which may include anxiety or stress over negative outcomes. 
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In a more simplified explanation “perceived barriers describe any negative associations that 
may curtail the adoption of a recommended course of action” (Rosenstock 1966: 94).  
Thus a programme using the HBM might design a needs assessment to include aspects of 
whether the individual sees themselves at risk for that condition or not. Other elements to 
consider can be to assess how the intended intervention will engage individuals in adopting 
risk reduction behaviours as promoted by the programme. Additionally, look at the potential 
barriers to adopting the desired behaviour. These barriers might include one’s social networks 
that may encourage or discourage adoption of the desired behaviour. Finally, it will be crucial 
to look at what type of media does the target population use most frequently in order to 
advance the intended behaviour change messages (Rosenstock 1966). 
HCWs’ knowledge and practices: Receptive unprotected anal intercourse  
 
Inquiries were made on the risks associated with anal sex as practiced by MSM. The aim of 
this question was to assess HCWs’ knowledge, practices and understanding of the risks 
associated with unprotected anal intercourse and how this differs from vaginal risks. Only a 
few of the respondents, mainly those from Imbali, were able to clearly describe how receptive 
unprotected anal intercourse serves as one of the main and greatest risk of HIV transmission 
among MSM. The inability of most HCW respondents, especially those from eThekwini, to 
articulate the dangers of anal intercourse was linked to the finding that only a few of them 
have had sensitisation training; or have had exposure and contact with MSM patients; or had 
the knowledge needed to adequately address issues of anal STIs.  
For example, when asked to explain the uses of an anogenital exam and when this is 
performed, only three of the sixteen respondents were able to clearly articulate its uses, such 
as for the examination of “complaints of abnormality or conditions of swelling and 
discharge” (respondent 5, Imbali focus group, 8 May 2015).  Throughout the focus group 
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discussions, the same three respondents, one from eThekwini and two from Imbali were able 
to fully explain the extent of damage caused by unprotected anal sex, which they stated 
includes bleeding, lacerations, and perforations of the rectum. The low articulation levels of 
anal risks led other respondents from both study setting to acknowledge the need for 
increased training and sensitisation of HCWs about the sexual behaviours of MSM and 
associated risks. In general, it is assumed that all HCWs are knowledgeable about anything 
related to health. From this, it follows that individuals with professional training and 
knowledge on a particular issue are well-equipped to respond appropriately, which results in 
the decrease in making wrong diagnostic choices or decisions. In relation to the SEM theory 
at the individual level, the findings of this study indicate that increased knowledge is indeed a 
precondition to respond appropriately. Knowledge is an important and necessary step to make 
individuals aware about an issue. If HCWs do not know how to respond to a particular health 
issue or topic, they will continue to operate in ignorance regardless of the risks and 
consequences to them, on others or to the interrelated SEM levels of influence 
Once again, as demonstrated in the previous discussion on motivations for health seeking 
behaviours, some respondents from both study areas leaned towards the generalisation of 
risks associated with unprotected anal intercourse. For instance, a respondent from Imbali 
expressed that although unsafe anal practices represent serious threats to MSM individuals; 
this and other types of unsafe practices are equally damaging to all population groups who 
practice any type of unsafe sex: “Anal sex is a risky behaviour for everyone and not just 
MSM. There are other significantly high risk practices practiced by some people, MSM and 
the like, which may result in physical damage or lead to numerous health problems for the 
individual and their partners” (respondent 1, Imbali focus group, 8 May 2015).  
This is indeed an important discussion considering anal sex and other marginalised 
behaviours have always been viewed as ‘gay only activities’. Despite all respondents being 
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able to grasp the concept of MSM as a bridge population (Morris et al. 1996), meaning they 
have intercourse with both men and women; a few participants from both study settings 
found it difficult to understand that MSM health concerns and levels of risk may differ from 
that of the general man or gay individuals. 
On the question of the differences in risks between anal and vaginal sex, nearly all the 
respondents who participated in this study understood that anal sex is more risky than vaginal 
sex. A respondent from eThekwini went on to explain that the rectum is not designed for 
sexual intercourse, therefore more vulnerable to tearing during intercourse and providing 
more opportunity for viral penetration and infection compared to the vagina. “ I also want to 
add that condoms are more likely to break during anal sex than during vaginal sex, so even 
with a condom, anal sex is not a 100% safe” (respondent 12, eThekwini focus group, 3 July 
2015). 
HCWs’ knowledge and practices: Commercial sex work  
 
In relation to receptive unprotected anal sex, a few of the respondents from Imbali indicated 
witnessing the rise of male commercial sex workers in some townships, with some saying 
rising inequality and poverty levels were the main drivers for this emerging challenge.  As an 
example, respondent 6 from Imbali stated that the majority of men, especially those who were 
unemployed, were attracted to commercial sex because of poor socio-economic factors and 
the prospects of gaining more material “things”. Another respondent adds that “some don’t 
really go out there and sell their bodies but they do it as a form of repayment for certain 
material things that they get from their partners or lovers” (respondent 7, Imbali focus group, 
8 May 2015).  
Such risk behaviours, regardless of motivation, are explained by Kincaid et al’s (2007) 
SEMCHB that draws attention to presence of interrelated social context influences on 
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behaviour. This includes many influential variables such as social networks, community and 
other societal aspects which helps inform one’s decisions, responses or behaviours. 
The two key features of the SEMCHB model are the assumptions of 
embeddedness, a state in which one system is nested in a hierarchy of other 
systems at different levels of analysis, and emergence, in which the system at 
each level is greater than the sum of its parts. (Storey & Figueroa, 2012: 76)  
Additionally, the SEM approach within which this study is framed, acknowledges the 
influence of the socio-economic environment in which MSM find themselves. That these 
have a potential to impact their decision or choices to engage in risk behaviours is discussed 
in this section. 
As with female sex workers, most respondents from both Imbali and eThekwini were aware 
that it may be difficult for MSM sex workers to convince their sex partner to use protective 
measures such as using a condom. In other instances, they may also accept more money in 
exchange for unprotected anal sex. This obviously increases their risk of HIV infection or 
anal STIs. None of the respondents from both study settings, however, reported knowingly 
treating an MSM sex worker or a male with anal STIs.  With one respondent adding that men 
who buy sex from other men are likely to be financially well off, therefore able to afford 
private healthcare (respondent 13, eThekwini focus group, 3 July 2015).    
The above statement touches more on the issue of the invisibility of MSM in public health 
facilities, hence the preference of private healthcare providers At the structural and policy 
level of the SEM, this signifies the multifaceted nature of healthcare provision in South 
Africa, which varies from the most basic primary healthcare offered free by the state or by 
private and registered traditional health practitioners, to highly specialised technical health 
services available in both the public and private healthcare sectors. The private healthcare 
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sector tends to attract high-income earners with members of private medical aid organisations 
or individuals looking for high-quality medical or clinical procedures at somewhat affordable 
fees.  
Though Imbalenhle clinic respondents were sensitised in providing MSM-friendly health 
services, the comment from respondent 5 (Imbali focus group, 8 May 2015), represents the 
general consensus that private healthcare serves its customers more efficiently than public 
facilities. The general assumption is that private healthcare is also overpriced and that only a 
minority of the South African population can afford to pay. The private healthcare sector also 
attracts most HCWs due to better wage remunerations and benefits, and due to “lack of 
acknowledgement and poor working conditions” in the public sector (Wilson and Fairall 
2005: 484). Therefore, the provision of effective MSM interventions competes for the scarce 
supply of trained counsellors and personnel who support other treatment methods. This 
brings into question the “extent to which resources can be effectively allocated into thorough 
education and counselling to mitigate potential risk behaviours of the MSM population” 
(Wilson and Fairall 2005: 484). 
The view from Imbali’ respondent 5 makes the assumption that MSM are well off, therefore 
most likely to make use of private healthcare when presented with an anal STI. This 
perception provides evidence that MSM are indeed invisible in most public health facilities. 
Apart from the lack of appropriate services at local facilities, other reasons for being invisible 
are well documented by the DTHF (2013). This includes preference for private health 
services to maintain privacy and most importantly, avoid stigma and ridicule by public 
HCWs. There is also a general perception among the MSM population that coverage of 
appropriate healthcare services is better at private healthcare facilities. Some MSM patients 
believe such services are only limited to major urban areas or mainly provided by NGOs 
funded through external sources. This partially provides an explanation why most HCW 
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respondents from both study setting reported not having treated any MSM related STIs at 
public facilities.  
HCWs’ knowledge and practices: Multiple concurrent sexual partnerships 
 
The general opinion from both focus groups was that MSM are ‘notorious’ for acquiring or 
keeping multiple and concurrent sexual partnerships or being unfaithful to their partners. 
Multiple concurrent sexual partnerships a term recently developed by behavioural scientists 
and defined as: “overlapping sexual partnerships in which sexual intercourse with one partner 
occurs between two acts of intercourse with another partner” (Thang et al. 2002: 41-51).   
From this definition, HCWs understand that concurrency is not simply about the number of 
sexual partners an individual has, but about how many overlapping sexual partners an 
individual has over a given period (UNAIDS 2009).  
Examples to illustrate this concept were given where MSM engage in sexual activities with 
other married men even though they may be in a long-term relationship with a woman.  An 
overwhelming majority of respondents from both study areas expressed concern that this 
behaviour was generally putting female partners of MSM at risk since they are likely to be 
unaware of the risk of exposure to HIV and other STIs.   
One respondent pointed out that polygamous men who could be MSM, especially those living 
in rural areas, cohabited with more than one female and expressed that “in the face of the 
country’s HIV epidemic, some of the married MSM are reluctant to use protection with each 
of their wives… despite the fact they jump from one partner to the next” (respondent 6, 
Imbali focus group, 8 May 2015).  Another respondent strongly disapproved of MSM sexual 
practices and stated that, “one can’t go from a man to a woman from a woman to a man. How 
do you start that? It is not right, it is unhealthy. If you are with a woman, you stay with that 
woman vice versa” (respondent 9, eThekwini focus group, 3 July 2015). 
105 
 
There was a general recognition that the practice of concurrent multiple partnerships or 
‘sleeping around’ was not appropriate for anyone, regardless of sexual orientation, since this 
behaviour fuels the spread of STIs and HIV. Given the importance of partnership patterns in 
relation to HIV transmission amongst MSM as a risk factor, data from this study reveals that 
HCWs do not have any preconceived assumptions that only heterosexuals have multiple 
sexual partners. Respondents from both study settings were able to articulate that the increase 
in HIV infection and transmission among MSM is largely fuelled by the practice of 
concurrency. This finding is well supported by Halperin and Epstein (2004), who link high 
HIV prevalence rates with multiple concurrent partners and implications for prevention.  
As seen in the previous sections on behavioural risk factors associated with MSM, these risk 
behaviours do not occur in isolation to the individual, but are also influenced by other levels 
of the SEM. For example, these factors may include the Zulu cultural practice of polygamy or 
expectations of manhood which also plays a crucial role and encourages men to prove their 
manhood through liaisons with women (Leclerc-Madlala 2005: 23): 
The Zulu traditional ideal of being an amasoka, a man, is to be popular with women. 
A man with a reputation of having many previous and current girlfriends wears this 
reputation as a badge of esteemed Zulu manhood. For men, multiple sexual 
partnerships are commonly viewed as natural and in many ways as essential to 
men's nature as men. This model of male sexuality seriously challenges the 
effectiveness of prevention messages that call for abstinence before marriage, a 
reduction in the number of sexual partners, or faithfulness and greater trust and 
mutuality between partners. This macho ideal also contributes to homophobia and 
the stigmatization of men who have sex with other men. Social stigma forces men 
who do have sex with other men to hide their sexual activity and deny their sexual 
risks, thus increasing their own risk as well as their partners, male and female.  
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Linking Leclerc-Madlala’s (2005) excerpt on concurrent partnership practices, Cox and 
Gallois (1996) suggest that people conform to cultural and social norms, thereby adopting 
behaviours and attitudes in order to gain access to the benefits of that culture. Frederickson 
and Roberts (1998) add that persons internalise a social and cultural ideal of physical body, 
for instance, in order to be accepted within a dominant group. Therefore, social and societal 
factors play a key role in influencing vulnerability to infections through the practice of 
multiple concurrent partnerships (Le Grange 2010).  
HCWs’ knowledge and practices: Views about tailored MSM health promotional materials 
 
All the respondents confirmed that at public health facilities, treatment and other health 
services are accessible to all, including condoms which are given to anyone, regardless of 
sexual orientation and “no one is asked questions why they needed these” (respondent  4, 
Imbali focus group, 8 May 2015). However, the provision on these services remains 
fragmented, and health communication that is intended to intensify the impact of MSM health 
uptake remains inadequate. 
This was well acknowledged by most of the research participants who recognised that 
national health promotion and prevention strategies were mostly orientated towards 
heterosexuals. Respondents from both study settings felt this gap ignored appropriate 
prevention efforts for sexual minority groups, including MSM.  Indeed increased efforts are 
being made to address MSM health issues through interventions funded by major 
international donors such as PEPFAR; the Global Fund to Fight AIDS, Tuberculosis and 
Malaria (2009); the U.S. Agency for International Development (USAID) and the CDC. 
However, MSM healthcare still remains under-resourced in most public health facilities. For 
instance, facilities which took part in this study reported being inadequately resourced with 
appropriate equipment, including HIV and counselling protocols and linkages with HIV care 
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and other relevant services. Finger condoms and dental dams, which are largely used by gay 
men for safe sex, were cited as being scarcely, if at all, available across all public health 
facilities. This includes other related health promotion materials such as MSM information 
pamphlets and other forms of multimedia messaging.   
Some of the respondents from both study settings pointed out that coverage of MSM 
healthcare services are not available in rural areas and not well supported by the state even in 
urban areas. For example, Imbalenhle respondents added that most of the materials they have 
received in the past for MSM individuals, such as flavoured condoms, lubricants and 
information pamphlets, were not from the state but from private institutions. This includes 
MSM sensitisation training from the MSPH, which is an American private organisation, with 
a few HCWs reporting they independently seek and receive MSM related information from 
research reports done by various individuals or seek MSM related materials from private 
organisations.  
It is in this context that during the development of public health communication strategies, 
BCC and SCC aimed for MSM populations should be considered. BCC is “results oriented, 
science based, project oriented, patient centred, cost effective [and] tries to encourage people 
to make informed choices” (Deane 2002: 1). Conversely, SCC is based on the belief that 
people are: 
agents of their own change... [It] emphasises community empowerment, creates an 
environment of change, is process oriented, and provides a voice for communities 
and opportunities for dialogue and...is based on a belief that behaviour change is 
dependent on social change and is a long term process (Deane 2002: 1). 
Despite Deane’s (2002) assertion, a few respondents from the focus group discussions 
remained sceptical about developing tailored prevention services or related materials for 
108 
 
MSM. They expressed that there seems to be a MSM “victimology” casting MSM as victims 
of the public health system, which removes individual responsibility for practicing safe sex 
and seeking appropriate help or practicing safer sex, resulting in unnecessary “scapegoating 
of healthcare facilities or healthcare workers” (respondent 16, eThekwini focus group, 3 July 
2015). Other respondents from Imbali echoed the same sentiment and increasingly expressed 
that a vast majority of MSM remain ignorant about the risks associated with anal intercourse; 
they view this as “safe sex” (respondent 6, Imbali focus group, 8 May 2015). This finding is 
echoed in Lynsen’s report (2015) where MSM risk behaviours such as barebacking, were 
found to be persistent despite MSM being aware of associated risks, while some gay men 
decry HIV prevention warnings as discriminatory (Lynsen 2015). 
Though it is evident that some MSM do generally ignore health warnings related to their 
sexual practices, sentiments related to MSM ignorance could mean that some HCWs are 
generally not comfortable accepting the need for risk reduction materials and key messaging 
specifically tailored for MSM. In this case, this finding calls for the need to address 
individual level perceptions, institutional gaps and structural factors which all work together 
to give rise to prevailing HCWs’ KAPs which disservice the MSM population.  
Having said this, most of the research respondents from both Imbali and eThekwini called for 
public health institutions to increase awareness of risks associated with anal intercourse 
among the MSM population, and increase supplies of free dental dams and especially finger 
condoms; as these were said to be too expensive for the majority of MSM who live at the 
margins of society. 
When asked which services may potentially reduce MSM risk behaviours and the associated 
health risks, a few of the respondents from both study settings were able to link this 
discussion with the initial debate on the diversity of MSM sexual practices, saying that since 
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MSM and gays are not necessarily the same, they may expose themselves to different risk 
practices. For example, respondent 7 (Imbali focus group, 8 May 2015)  pointed out that, 
“though anal intercourse may be popularly practiced by both MSM and gay men, both may 
not engage in anal sex alone, but may engage in other forms of sexual practices which require 
tailored prevention efforts”.  
When asked if the use of a non-judgemental approaches to history taking gives patients the 
opportunity to discuss delicate issues with healthcare providers, some of the Imbali 
respondents agreed and stated that “as long as you make it clear that you are non- 
judgemental, they (MSM) will be able to open up and tell you everything” (respondent 7, 
Imbali, 8 May 2015). Good history taking is described as one which discloses the patient's 
fears, concerns and medical expectations. This also includes any preconceived or 
accompanying diagnosis (Tidy 2015).  
However, history taking that is specific to MSM was dismissed by a few respondents, more 
so from Imbali, who said this will serve as an obstacle which may discourage MSM from 
taking up HIV counselling services. MSM history taking was seen as something which could 
result in stigma associated with anal STIs; this could deter most men from seeking help to 
avoid being perceived as gay or involuntary disclosing their sexual practices. The concern of 
being discriminated against after disclosure of one’s sexual orientation during history taking 
points to poor sensitisation of healthcare workers, and to weak confidentiality principles 
within healthcare settings. 
Patient history taking requires good communication between the HCW and the patient. 
During this time, the HCW is supposed to identify and determine whether the patient's health 
concern needs a clinical attention or not. Tidy (2015) states that during the history taking 
process, the HCW’s mandate should be to listen more and not dominate the entire process, 
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thus allowing the patient's concerns to come through.  To some extent, the relative ease or 
difficulty in dealing with MSM sexual issues between the HCW and patient will depend on 
how well the history taking process is being conducted. If there is a bad relationship from the 
beginning of the history taking process, the patient is likely to share less accurate information 
with the HCW who might or may not be making an attempt to assist (Tidy 2015). 
According to Tidy (2015), gaining the correct account and representative information during 
the history taking process; including a representative account of what is worrying a patient 
and how the illness may have developed overtime, is not a simply task.  Tidy states that it 
takes patience and practice, empathy as much as attentiveness. The history taking aspect of 
clinical care is supposed to be a moment where a patient shares their health experience with 
their HCW. During this time of consultation, patients are able to express themselves freely 
and be unburdened from whatever that might be worrying them. This includes worries about 
their health or related conditions, or with the general frustrations of personal life. During 
history taking, Tidy recommends that patients must be allowed to vent as much as possible 
about prevailing worries or certain feelings.  
Therefore, at the interpersonal level of the SEMCHB, there is need to strengthen patient-
HCW relationships as the primary means of acquiring and discussing difficult issues. This 
includes sharing beliefs and sensitive information that affect care, maintain trustful relations 
between the patient and HCW. The CDC (2014) states that the quality of patient-HCW 
relationship is very crucial in determining whether medical treatment is successful or not. 
Particularly where long-term treatment adherence is critical. Therefore, a strong patient-HCW 
relationship that is built on trust and confidentiality; is likely to increase treatment and 
therapy compliance from prospective patients (CDC 2014).  
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According to the CDC (2014), patient-HCW relationship can be viewed as an agreement 
between the patient and the HCW. On the basis of the diagnosis, the HCW recommends a 
given course of action and both parties agree to work together to resolve the patient's health 
problem. The agreement includes basic principles and rules that each party will uphold during 
the course of the relationship. These rules include respecting patient-HCW rights and 
upholding certain responsibilities to each other and to others around them. (CDC 2014).  If 
either the HCW or the patient fails to uphold these rules and principles, the relationship can 
break down and this may lead to mistrust and misunderstandings, including a lapse in 
positive health seeking behaviours.  The discussion on patient confidentiality is elaborated 
further in the section analysing the findings on HCW attitudes.  
Overall, respondents’ sentiments from both study areas were primarily in favour of 
specialised healthcare services tailored for MSM, especially with regards to HIV counselling 
and testing and history taking. Though at the organisational level of the SEM, there are 
efforts by privately funded institutions to sensitise individual HCWs to MSM healthcare 
issues, sensitization alone remains inadequate due to lack of appropriate medical equipment 
to examine anal STIs and other health information materials such as condoms and lubricants.  
As discussed in the literature, availability of MSM appropriate prevention materials at clinics 
and hospitals can influence the extent to which individuals visit healthcare facilities.  
Some participants felt tailored interventions were important since MSM engage in sexual 
activities with women as well as having occasional sex with men, while others recognised 
this will assist in the collection of local level data which has positive benefits for the purposes 
of reporting accurate MSM prevalence rates, which in turn, may be used to effectively 
address the health concerns of MSM. This calls for interventions which will help HCWs gain 
more understanding of the specificities of MSM in relation to public health; the different 
prevalence rates within the different contexts at local, national and global levels; and suitable 
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healthcare approaches which are tailored to the needs of those engaging in diverse sexual 
practices. This recommendation corresponds with report findings by the DTHF (2011) that 
emphasizes the need for a comprehensive contextual understanding of the HIV epidemic 
among MSM for effective HIV interventions to be developed and implemented, as would 
also be suggested from the SEM perspective.  
Summary: Knowledge and practices 
 
Due to the fact that MSM are typically diverse in nature, most of HCWs interviewed initially 
assumed that all men who actively practice same sex are equally exposed to the same health 
condition and patterns of risk or require the same kinds of prevention strategies as those who 
self-identify as gay or the general population. Half of the participants were initially unable to 
identify the difference between MSM and gays, both in their cultural contexts and behaviours 
and to some extent, their sexual practices.  
The majority of HCWs interviewed in this study were aware of the risks associated with 
concurrent partnerships among MSM, however, only a proportion of the respondents from 
both Imbali and eThekwini were able to articulate and identify the risks associated with anal 
sex. Not all agreed or were aware of the common practices which put the diverse MSM 
population at risk, stating that the general populace was equally affected by most of the 
identified risk factors, such as alcohol abuse. This made it difficult for some of the 
respondents in both study setting to understand how MSM risk factors differ to those who 
only had female partners or those who self-identify as gay. This leaves an impression that the 
majority of HCWs generally assume that MSM health issues are not unique to those of the 
overall population. That to some extent, all MSM health related problems apply to all males, 
regardless of whether they occasionally engage in same-sex erotic activities or not.   
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At the individual level of the SEM, there is a pressing need for more HCW awareness raising 
and sensitisation training to help professionals understand how the sexual conduct of MSM 
affect their health, and how this differs from the mainstream population or from the gay 
population. Mannava et al (2015) add that the nature of the interrelated factors which 
influence HCW practices and attitudes means this requires strengthening healthcare systems 
at the organisational level of the SEM, and workforce development at the individual level, 
including communication and counselling skills. These are all important in the provision of 
appropriate and comprehensive healthcare interventions. 
Therefore, investing in HCWs’ communication skills is crucial for the purposes of 
meaningful engagement with MSM patients. For instance, while verbal communication with 
the patient very in establishing relations with a patient; it is not the only means of interaction. 
This is more especially when the individual is unable to express themselves in the 
mainstream language of a particular setting, or in which the HCW is taking the history. In 
some cases the patient may have hearing problems or clinical impairment. In this case, 
listening alone does not just involve using one’s ears, but may include the use of body 
language such as facial expression. Body language and verbal communication are said to help 
individual HCWs understand what is really troubling the patient. This is very important 
especially when the patient is presenting with a psychological problems. This also includes 
physical symptoms which the patient may be uncomfortable to express or be unconscious 
about. Therefore through other means of communication, the HCW is able to determine what 
is troubling the patient. Especially if they are able to notice the patient is hesitant or reluctant 
to talk about a certain aspect of their health. In addition to the need for communication skills, 
it is worth exploring the use of communication aids such as posters and other visual aids, 
including picture boards or drawings done by the patient showing where the pain is, when 
this is a more appropriate form of discourse. 
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Attitudinal responses of HCWs towards MSM 
 
This section will discuss the findings on attitude and related sub-themes which emerged 
during data analysis, as described in the methodology chapter.  Attitudes in this study refer to 
value-laden social judgements which possess a strong evaluative component (Fielding 2014). 
These are ways of viewing a particular set of values within a framework of different 
judgement criteria.  We all have attitudes, lots of them, about almost everything, particularly 
socially-relevant things to do with the behaviour of ourselves and others (Fielding 2014). 
According to Fielding (2014), attitudes are constructs that psychologists have defined to help 
explain the values people hold - they have no real objective existence as such, but can be 
shown to have different components. These include cognitive (belief), emotional (feeling) 
and behavioural (predispositional) elements. 
The discussions will reveal how HCWs feel about the subject of MSM. The study will also 
present the different parts of these attitudes into sub-themes and consider what reinforces 
them in relation to the SEM’s level of influences and the SEMCHB. As discussed in 
literature, these attitudes have potential positive or negative impacts on efforts to tackle 
HIV/AIDS and other health concerns (Laurino 2011). Respondents were thus asked to 
complete self-assessment questionnaires to determine positions which they may not have 
been able to freely express during focus group discussions.  
Perceptions of MSM sex 
 
On the question of how one felt when a man preferred having sex with another man, 45% of 
the respondents (7 out of 16), expressed that it made them feel uncomfortable, while 8% 
stated that it did not bother them since people are different and therefore free to have sex with 
whomever they wish. None of the respondents in both study settings mentioned consciously 
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avoiding MSM or not being interested in learning about MSM issues. This finding is in 
contrast to the earlier finding documented in the knowledge and practices section were the 
majority of respondents stated they had never treated an patient MSM before, especially in 
relation to anal STIs. The explanation for this contradiction could be related to the lack of 
tailored healthcare services for MSM at public healthcare facilities. Though 7% of all 
respondents admitted MSM made them uncomfortable, nearly all, 98% (15 out of 16) of the 
respondents said that MSM issues do not anger them nor make them mistreat or discriminate 
against MSM simply because they do not agree with or accept MSM sexual practices. This 
analysis provides more evidence that HCWs, to some extent, are increasingly becoming 
tolerant and understanding towards same-sex practices. This could be linked to HCWs’ 
access to sensitisation training as provided by private NGOs such as the MSPH and the 
DTHF. 
Beliefs and values about MSM 
 
With regards to personal perceptions of MSM, none of the respondents from both study 
settings believed MSM are confused about their sexual preferences, with some pointing out 
that MSM sexual behaviours are practiced out of personal choices. 10% of the research 
respondents believed that MSM sexual behaviours could be cured. This revelation is not 
surprising as this view may largely be influenced by religious, cultural or ‘old fashioned’ 
medical beliefs which were discussed in the literature review section. For instance, the 
Diagnostic and Statistical Manual of Mental Disorders law (1952) suggested that same-sex 
practices were a mental illness that could be cured. Though this law is no longer applicable 
worldwide since 1973 (Klamecki 1999, Kinsey Institute 1977), it is evident from this finding 
that HCWs still look for a cause, like they would do with any other illness. The phenomenon 
of corrective rape of South African lesbians, for instance, as one of many examples of the felt 
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need to ‘cure’ same-sex practices (AIDS Foundation of South Africa 2013) is illustrative. 
Though there is no association between same-sex practices and mental illness, social 
marginalisation, rejection and isolation escalates mental health risks or problems among the 
MSM population (Cochran and Mays 2008). Sustained levels of stress as a result of these 
social behaviours and attitudes can in turn lead to the co-existence of MSM health 
complications which are linked to substance use such as mental health issues and possible 
suicide (Hayes et al. 1992). 
On the question of whether same-sex behaviours were natural, none of the respondents from 
Imbali and eThekwini hold the belief that having erotic desires for other men is natural or that 
those predisposed to such desires were “born that way”. One respondent emphasised that 
sleeping with other men is not natural, unlike being an intersex, which is a biological 
condition rather than a sexual behaviour matter. This view is similar to the theologian 
Thomas Aquinas’ influential condemnation of homosexuality which was based on the idea of 
natural law, arguing that "special sins are against nature, as, for instance, those that run 
counter to the intercourse of male and female natural to animals, and so are peculiarly 
qualified as unnatural vices" (Louis 2003: 187). However, most concerning was the 30% (5) 
who felt that MSM behaviour is none of their concern and that they have no interest in MSM 
issues in general. This highlights an unsympathetic attitude towards MSM and their specific 
health related needs, which may result in increased marginalisation of MSM patients.  
One respondent emphasised a strong opinion that MSM are just seeking attention therefore 
their issues should not be separated from those of mainstream population, or treated “as a 
special case for attention” (eThekwini questionnaire, 8 July 2015). A possible explanation for 
this response could be that HIV severity was perceived to be high throughout all population 
groups and living environments, therefore every patient is a priority, regardless of sexual 
orientation. This could also be interpreted as a demonstration of the severity of many HCWs’ 
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ignorance around the need to tailor MSM healthcare materials at public facilities or of a lack 
of exposure to MSM. 
Exposure to MSM 
 
Regarding exposure to MSM at the organisational level of the SEM, this study reveals that 
despite the sensitisation training on the subject of MSM at the individual level of the SEM, 
not all HCWs were able to put their acquired knowledge into practice due to lack of sufficient 
exposure to MSM patients. Therefore, increased exposure to a particular subject or 
environment and practical experience is a necessary component of behaviour change. 
Knowledge, on its own, is not sufficient to bring about behaviour change. Though this 
research notes that a great amount of health communication approaches focusing on the 
reduction of high HIV prevalence rates have somehow managed to change  knowledge, 
attitudes and perceptions about the epidemic (Govender 2011); however, there has been a lot 
of critical reflections that have been emerging and opposing the much simple linear focus to 
behaviour. This linear view plainly advocates a thought that behaviour is established on 
common-sense and logical processes. This negates the fact that behaviour can spread much 
further than rational reasoning” (Govender 2011: 68). 
The increased HCWs exposure to MSM healthcare needs, via the provision of tailored MSM 
interventions across all public facilities, can provide motivation for MSM to seek health care, 
strengthen HCW skills and support to MSM patients, as well as maintain new HCW attitudes 
and practices. The effect of this new model has the potential of influencing other 
environmental factors which play a crucial role in informing attitudes, norms, and values. 




In terms of equality of patients, 50% (8) of the respondents from both study settings said that 
MSM healthcare needs must be considered equal to those of others, despite sexual 
differences, thus indicating acceptance. However, it was also interesting to learn that 35% (6) 
of all the respondents said they would advise parents to seek professional advice if a child 
displays an inclination toward items or behaviours attributed to the same sex. While 30% (5) 
stated they would insist the child dresses and plays with toys appropriate to their own sex. 
Only 20% (3) said they will encourage the child to explore (e.g. with toys or clothes) their 
maleness and/or femaleness as they wish. The analysis shows that nearly all the respondents 
were concerned with children experimenting or exhibiting MSM behaviours, with the 
majority stating they will not ignore such behaviours in children, but would rather seek 
professional advice in order to support the child in the most appropriate manner.  
This is attributed to MSM behaviour being seen as an experiential phase in boyhood or in 
children which should receive early attention in order to discourage continued practice in 
adulthood. For instance, same-sex practices documented from across cultures show evidence 
that same-sex behaviour is often carried out in rites of passage. The anthropologist Gil Herdt 
(Herdt 1984, Boyce et al. 2009) described a cultural practice among the Sambia people of 
New Guinea and in Melanesia where early-adolescent boys fellate and then consume the 
semen of older men in their tribe as a way of attaining masculinity. In some cultures it was 
“in fact expected of boys in puberty to experiment with each other” (Epprecht 2004: 32). 
Epprecht adds that in ancient Zimbabwe, homosexual experimentation among adolescents 
took place as part of the sexual learning process. He adds that during the herding of cows, out 
in the bush, sexual play with each other was expected at the age of puberty. However, this 
experiential had to remain discreet otherwise it became the subject of mockery if it became 
known. In addition to this, it was expected that this behaviour would wither away as the boys 
matured.  Therefore the study findings show that at the individual level of the SEM, HCWs 
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view male-to-male sex as a childhood or adolescent experiential phase that will eventually 
outgrow the child over the years.   
HCWs as role models at interpersonal levels of the SEM  
 
In their parental roles, HCWs are most likely to feel uncomfortable accepting or 
communicating same-sex issues with their own children. As evidenced in this study, some 
HCWs deem same-sex practices a taboo subject and are likely to discourage the behaviour by 
seeking counselling, talking to the children or simply ignoring them. At the family and 
individual level of the SEM, adolescence marks a period of considerable experimentation and 
is characterized by increases in risky behaviours including alcohol and drug use, petty crime 
and risky sexual behaviours (Donovan and Jessor 1985).  
According to the United Nations Population Fund (UNFPA 2015), 1.8 billion of the world’s 
population is made up of adolescents and young adults. This means they make up a sizable 
proportion of the global population, which is a historic high (UNFPA 2015). More than 89% 
of this population is found in developing countries with more than one-third of the total 
population of sub-Saharan Africa aged 10 to 24 years (Kedmey 2014, UNFPA 2015). Taking 
this into consideration, risk taking behaviours during adolescence, especially sexual risk 
taking, if not addressed by the public health sector, will result in major healthcare challenges 
in sub-Saharan Africa. Available evidence in the sub-region suggests that adolescents in poor 
urban settings are particularly vulnerable to risky sexual behaviours and poor reproductive 
health outcomes (Zulu et al. 2002, Dodoo et al. 2007). Migration to urban areas, coupled with 
the increasing urban poverty in sub-Saharan Africa, may expose more adolescents to 
increased risky sexual behaviours if HCWs, in their parental roles, ignore sex discussions at 
the family level of the SEM. 
120 
 
Available evidence suggests that frequent, open and positive sexual communication between 
teens, their parents, teachers as well as peers decreases high risk sexual behaviours and 
promotes better health outcomes for teens (Mtikrakra, 2009, Meeker 2002). This includes 
delaying sexual debut (Bastien et al. 2011). However research evidence in sub-Saharan 
Africa shows that communication with adolescents about sex is generally low and marred 
with discomfort as well as characterized by indirect verbal communication. Socio- cultural 
norms and values are to a large extent responsible for the lack of openness about sex between 
parents and their adolescent children. This delays discussions about potential high risk 
behaviours from the onset and can also deter sexual education (Whitaker and Miller 2000). A 
few studies have shown that parents would rather initiate sexual communication by talking 
mostly about the biological aspects rather than the sexual aspects. Other parents would just 
talk about the risks associated with sex and not discuss topics like oral sex and other 
alternative sex behaviours or practices (Teitelman et al. 2011). 
The finding that the majority of HCWs want same-sex experimentation in children to be 
discouraged or challenged is therefore remarkable. This analysis provides evidence that 
though HCWs are increasingly becoming tolerant towards same-sex practices due to 
sensitisation training provided by private NGOs as discussed previously, same-sex practices 
are still viewed as unacceptable and something that needs to be “discouraged” (eThekwini 
questionnaire, 3 July 2015). For instance, the findings suggest that lack of acceptance of 
same-sex behaviour is most likely to manifest itself in various forms of intolerance expressed 
in the form of abuse, discrimination or harassment which is directed towards the subject 
MSM.   




The concern above is echoed in many reports, leading some to believe that intolerance levels 
against same-sex behaviours is on the increase (Betron and Gonzalez-Figueroa 2009). 
Contrary to this, this study provides evidence that tolerance of MSM behaviour is increasing 
among HCWs, while acceptance levels remain very low.  
To some extent, tolerance would not have been possible without training from both 
international and local NGOs, however, acceptance of the behaviour may not be easily 
achieved through training alone due to factors such as embedded cultural and religious 
beliefs, to name a few. It therefore seems that there is little correlation between knowledge 
and practices of HCWs. Though the study reveals increased levels of MSM tolerance, 
acceptance of the sexual behaviours is indeed very low. This suggests that knowledge and 
awareness of MSM may lead to some level of tolerance or understanding, but may not 
necessarily result into acceptance of their sexual behaviours; much like accepting the 
individual but not their practices or behaviours. Therefore challenging prevailing attitudes of 
HCWs is an important element in the provision of healthcare since they are influential, both 
positively and negatively. This has an important impact on how MSM and their partners 
perceive and experience healthcare. 
On the subject of tolerance of MSM behaviours, though there is a high level of it among 
HCWs, one respondent from Imbali (questionnaire, 8 May 2015) said they would distance 
themselves from an MSM patient, stating they will not want to be associated with someone 
like that. These views are concerning given that HCWs, through the history taking and 
consultation processes, are meant to give the patient a chance to tell their own personal 
perception of their condition. The consultation stage affords a better chance for the HCW to 
develop trust with the patient while gaining experience of the illness. This includes history of 
how the condition developed and progressed or grew over time. The HCW is also able to use 
this opportunity to examine the symptoms that the patient has - which is after all, and from a 
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patient’s point of view, what the HCW should use their skills and knowledge to diagnose and 
treat. Another respondent from eThekwini (questionnaire, 3 July 2015) said they are likely to 
disapprove of MSM patients, and therefore convince the patient to come to their senses, with 
50% (8) stating they would privately encourage the patient to seek counselling and advice as 
they may be confused about their sexuality.  
None of the respondents from both study settings agree they will not be curious and leave an 
MSM patient alone or not be ‘concerned’ about their sexuality. One specific respondent 
expressed that if a patient reveals they sleep with other men, they will not react but “pretend 
as though the revelation does not bother me” (Imbali questionnaire, 8 May 2015). This 
implies some level of self-control in terms of not wanting to show one’s true feelings about 
the subject at hand, or wanting to be seen as interested and attentive to the patient, thus 
putting the patient’s needs first.   
Another respondent said they will accept the individual’s sexuality but will be inclined to 
give the patient “appropriate” advice (Imbali questionnaire, 8 May 2015). One more HCW 
said if a patient disclosed they sleep with other men, they would “freak out” (eThekwini 
questionnaire, 8 May 2015) and be completely “helpless” (eThekwini questionnaire, 8 May 
2015). These feelings of helplessness reveal the need for a guided mastery in MSM health 
issues. This is where expertise is needed to effectively deal with the presented health issue. 
Expertise, in the form of knowledge or skills has the potential to guide the individual’s 
practice or performance in a given context.   
However, and as discussed previously, while equipping HCWs with appropriate knowledge 
and skills is a good approach, if HCWs institutional environments are not supportive of these 
skills in the form of appropriate materials and tools, the skills will be useless and will not be 
applied, no matter how well they have been trained.  
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At the organisational level of the SEM, this study reveals that in addition to individual skills, 
success in dealing with MSM health issues requires a strong belief in HCWs individual 
capabilities to master new problems. This is known as self–efficacy as described by 
Rosenstock (1988). For instance another ‘helpless’ response from a HCW was that they 
would not know of appropriate places or resources that could possibly assist an MSM patient 
in the event they are unable to help with the patient’s health problem. This response brings us 
back to the issue of  HCW self-efficacy (Rosenstock et al. 1988); which is defined as the 
specific stimuli necessary to trigger appropriate behaviour, and relates to the degree of 
confidence a person has about being able to perform a certain task (Mattson 1999). Self-
efficacy has both a cognitive and a behavioural dimension. For instance, attitudes about not 
being able to provide appropriate help when needed are likely to influence one’s self efficacy 
about performing a task that is difficult to do, or changing an old belief system or behaviour. 
(Janz and Becker 1984). At the same time, self-efficacy may be increased through practicing 
a skill or a behaviour by watching others perform a similar task or behaviour.  
Bandura (1986) details four various ways an individual can establish their self-efficacy. This 
is documented as: enactive attainments, vicarious experience, verbal persuasion, and one’s 
psychological state (Bandura 1986). Enactive attainments “are the most influential sources of 
efficacy information because they are based on personal mastery experience” (Rosenstock et 
al. 1988: 180). The next important source of self-efficacy is listed as indirect experiences. For 
instance, when a person contemplates changing a behaviour, the intention is to commit to 
carrying out a particular behaviour. This intention can either produce strong or weak 
behavioural results, or they can improve or delay self-efficacy (Schwarzer 1992). Third in its 
capability to enhance self-efficacy is detailed as verbal persuasion. This aspect promotes and 
advances health education through mass media or interpersonal communication or dialogue. 
Ranked in the last place is the person’s psychological state which can determine the 
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individual’s degree of self-efficacy. As an example, a cultural or religious stigma about 
homosexuality can bring up difficult emotions for a HCW, therefore rendering them less 
likely to carry out a particular task (Schwarzer 1995).  
In demonstrating self-efficacy, a few, 20% (3) of the 16 respondents said if a patient discloses 
their sexual practices, they will be supportive of the individual’s choices since everyone has a 
right to choose what they want to do with their lives, thus they will treat the patient in the 
same fashion they would with “normal” patients (Imbali questionnaire, 8 May 2015). Aside 
from this 20% who seem a bit more understanding and accepting of MSM patients, the rest of 
the respondents from both study settings are clearly prejudiced against MSM. The findings 
also demonstrate there are very few public HCWs that have had contact or exposure to anal 
STIs, perhaps as part of their attitudes towards sexual minorities. This finding corresponds 
with the focus group discussion around HCWs’ practices regarding the treatment of anal 
STIs. For instance, participants were asked if a male patient reports having male partners, 
would they also ask about anal and genital symptoms, the majority reported they had never 
come across such a situation before. This shows there is a need to move beyond tolerance and 
acceptance of MSM patients, to a comprehensive understanding of gender related issues.  
At the organisational level of the SEM, we witness the lack of understanding of MSM health 
related issues. These are manifested through the inability of many HCWs’ to provide 
comprehensive healthcare services to MSM patients. The lack of skills to handle MSM 
healthcare needs is evident in that the majority of respondents resort to giving MSM patients 
“appropriate advice” (Imbali and eThekwini questionnaire), regarding their sexual practices. 
The need to give patients ‘appropriate’ advice can be seen as a form of bullying, depending 
on the context and tone of the advice. Bullying can be defined as any type of repetitive abuse 
in which the victim of the bullying behaviour suffers verbal abuse, threats, humiliating or 
intimidating behaviours, or behaviours by the perpetrator that interfere with his or her job 
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performance and are meant to place at risk the health and safety of the victim (Center for 
American Nurses 2007, Felblinger 2008, Longo and Sherman 2007). Patient bullying or 
victimisation involves abuse or misuse of power and authority within the healthcare setting or 
the organisational level of SEM. Bullying or victimisation behaviours create feelings of 
defencelessness in the individual who is at the receiving end of the treatment. This behaviour 
extremely undermines the individual’s right to dignity within any given environment (Longo 
and Sherman 2007).  
According to Griffin (2004), bullying in the healthcare setting is a silent epidemic which is 
usually driven by the individual’s need to maintain overall authority or control of another 
individual. This is with obvious disregard of the feelings or suffering imposed on their victim. 
Murray (2008) adds that the perpetrator methodically plans who their target will be, how and 
when their victim will be targeted, and how the abuse will executed. The individual who is 
carrying out these acts strategically involves others, be it fellow employees, friends family 
members or peer members in the bullying behaviours. This can either be voluntarily or by 
coercing them into the abusive behaviour. Very frequently the accomplices may corporate out 
of fear of being the next victim (Griffin 2004). Therefore, from this study, it is possible that 
HCW negative attitudes and behaviours towards MSM could be learned from fellow HCWs, 
or could be an assertion of certain HCWs on their control and authority over patients. This 
shows that it is possible to tolerate or understand MSM behaviour but not accept it.   
It is also possible to accept behaviour of a person but fail to understand it, or even fail to 
grasp all three concepts – understanding, tolerance and acceptance. For example, in this 
study, 50% (8) of the overall respondents tolerate MSM behaviour because the law states that 
everyone has equal rights and is therefore free to express their sexuality. On the other hand, 
45% (7) expressed that they are likely to privately encourage a MSM to seek counselling and 
advice for their behaviour, showing that though they may tolerate the behaviour, they do not 
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necessarily endorse or accept the behaviour. Another example of lack of acceptance of MSM 
behaviour is that 45% of the total participants said they would privately encourage their 
family members who have MSM tendencies to seek counselling and advice to be absolutely 
sure they are probably not ‘confused’ about their sexual behaviour. However, a high level of 
tolerance and understanding of MSM behaviours is demonstrated by the fact that none of the 
respondents will resort to disowning any of their MSM family members or de-associate from 
them due to their sexual behaviour.  
Though, tolerance and understanding is desirable, it is not a substitute for acceptance, as 
demonstrated by one respondent who stated that though they understand and tolerate MSM, 
they would  still give an MSM family member a good beating “to set them straight” (Imbali 
questionnaire, 8 May 2015). This indicates some level of discomfort in having, or taking care 
of a family member who is a MSM. However, one respondent was able to demonstrate all 
three concepts: tolerance, acceptance and understanding by stating that, “If I found out that a 
family member is sleeping with other men, I would sit down with him or her and find out 
exactly how he is feeling, then refer him or her to access appropriate professional help if 
needed as well as give him support” (eThekwini questionnaire, 3 July 2015).    
Views on patient confidentiality 
 
According to the CDC (2014), protecting patient information and other private details related 
to their health is known as confidentiality. This largely entails protecting patient information 
and illness account which is usually documented during HCW-patient initial consultation 
stages. The CDC states that all written and electronic records should be kept confidential as 
this is an important matter in terms of maintaining and retaining patients in healthcare and in 
aspects of mitigating the HIV epidemic. Additionally, when patient confidentiality is broken, 
patients may put this experience as a concern that prevents them from seeking additional 
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healthcare. People who live in communities where same sex behaviour is frowned on, for 
example, are more likely to prioritise confidentiality issues than seeking medical care when 
needed (CDC, 2014) 
When inquiries were made on whether HCWs discuss confidential information of MSM 
patients with other HCWs, findings from this study reveal that 45% (7) of HCW respondents 
would advise their fellow HCW colleague to respect the patient’s privacy. This indicates that 
HCWs understand the importance of keeping patient information confidential. A similar 47% 
of respondents elaborated that HCWs who are unable to provide the necessary assistance to a 
patient, due to skills gap or other reasons, are obligated by law to refer the patient to someone 
who can provide the required clinical care. This finding points out that not all HCWs are 
aware of their responsibility to protect the patient's private information and ensure that only 
those persons who need to know the information have access to patient’s records (CDC 
2014). Having only 47% response rate instead of a higher positive rate indicates that the 
majority of HCW remain unclear about their responsibility to protect the patient's 
confidentiality.  This confirms the notion that HCWs are prone to openly gossip about MSM 
patients and their conditions thus voluntary disclosing patient’s confidential information with 
another HCWs (Lane et al. 2011).   
Disclosure of patient information when it is not necessary to do indicates that HCWs are not 
aware that though one should refer a patient when necessary, protecting patient confidential 
information remains a priority for each HCW. That only persons directly involved in the care 
of the patient should have access to a patient’s private and confidential information. 
Expanding on this finding, confidentiality is a very important issue in healthcare promotion 
(CDC 2015) because the diagnosis of any disease is potentially damaging to patients. In the 
context of MSM patients, a diagnosis of an anal STI can lead to stigmatization or rejection by 
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family, friends, or co-workers; the loss of a job; and possibly eviction from housing. 
Therefore, the CDC emphasises that patient confidentiality require special attention by 
HCWs and the recognition that patients have certain rights that must be protected and 
respected. The CDC elaborates that great care must be taken to ensure that patient rights, 
especially rights to privacy, are protected to the fullest extent possible. This will ensure the 
patient-HCW relationship is not compromised and remains strong enough to encourage 
increased uptake of healthcare services among the MSM population. 
When testing the notion that MSM avoid public healthcare facilities to maintain their privacy, 
avoid stigma and ridicule by public HCWs, none of the respondents from both study settings 
disclosed having privately or publicly ridiculed an MSM patient ‘to set them straight’. This 
finding also illustrates that most HCWs are either respectful of MSM patients, or are 
subconsciously not aware of own attitudes or negative behaviours as experienced and 
witnessed by MSM patients during consultation at clinic level.  However, 25% (4) of 
respondents from both Imbali and eThekwini said they are likely to privately encourage an 
MSM patient to seek counselling and advice in case they are confused about their sexuality. 
One HCW stated they would discuss with the patient as professionally as possible the 
implications of their lifestyle on their medical history, while at the same time clarifying to the 
patient that “their personal life is not for me but their choice” (eThekwini questionnaire, 3 
July 2015). This indicates some level of comfort in communicating with a patient about their 
sexual behaviour. This also highlights a positive attitude manifested in the form of being 
sympathetic, caring, friendly and understanding towards the patient. These attributes help to 
promote healthcare seeking behaviours among MSM patients (Atuyambe et al, 2009), and 
has been confirmed by a few other studies which noted improvements in HCW self-esteem 
and HCW-patient interactions following training on interpersonal and communication skills, 
including patient engagement in other clinical environments (Misago et al. 2001). 
129 
 
Overall perceptions of MSM 
 
Inquiries into the overall perception of MSM reveal that 25% (4) of the research respondents 
believe that MSM behaviour is morally wrong. Another 10% (2), mainly from Imbali said 
they were not at ease with men sleeping with other men under any circumstance and that this 
is against the laws of nature. None of the respondents from both study areas agree that MSM 
activities are acceptable whether practiced by adults or minors. This finding demonstrates 
that the majority of HCWs, both from township and urban settings, remain uncomfortable or 
disapprove of MSM behaviours whether practiced by adults or not. In addition, the findings 
reveal strong beliefs at the individual level of the SEM, which are at play in influencing 
HWC choices and behaviours. Beliefs are the convictions that we generally hold to be true, 
usually without actual proof or evidence (Fielding 2014). Beliefs are sometimes associated 
with one’s religion or cultural values. Such religious beliefs could include a belief that God 
created Adam and Eve or the entire universe, or that Mohammed was the prophet of God. 
Religious denominations, other than Christianity, also have their own accompanying 
principles and beliefs.  
Individual beliefs at the SEM level of influence can also include non-religious beliefs or a set 
of principles. These could include the belief that everyone is equal before the law. This study 
reveals that such non-religious based beliefs are more predominant in healthcare settings and 
serve as a guiding principles informing HCWs’ attitudes and behaviours.  For instance, the 
majority of respondents from both Imbalenhle and eThekwini focus group discussions 
believed that all patients regardless of sexual practices must be treated equally as per the law 
provisions, and to uphold the principles which protect individuals from discrimination and 
marginalisation based on sexual practices.  Conversely, other HCWs from both eThekwini 
and Imbalenhle believed that MSM practices are morally wrong or sinful. Both views 
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demonstrate basic assumptions that HCWs make based on a particular set of beliefs or values 
- values are things that individuals deem important. These can include concepts like equality, 
honesty, effort, perseverance, loyalty, faithfulness, conservation of the environment and 
many other concepts (Fielding 2014). 
Only 10% (2) said they were ‘okay’ with an MSM if it helped the individual live a life that 
corresponds with how they feel, with one respondent adding that “it is their (MSM) right to 
live the way they live and their right to express their true feelings” (Imbaili questionnaire, 8 
May 2015). An additional response (Imbali questionnaire, 8 May 2015) expressed that: “I 
will not judge the person if I came across them”. These responses points towards non-
judgemental acceptance and being comfortable with MSM patients. One respondent was 
partially supportive and emphasised being “okay if they (MSM) don’t sleep with women as 
well” (Imbali questionnaire, 8 May 2015). Another echoed the sentiment and said that “MSM 
behaviours are not okay, but if they (MSM) are having single partner and protected sex and 
they feel well, it is up to them” (eThekwini questionnaire, 3 July 2015). This could be 
interpreted in a similar fashion of tolerance and understanding of MSM behaviour but does 
not display acceptance of the behaviour. 
Another respondent held that MSM behaviours were “none of my business and I would not 
want to know about it” (eThekwini questionnaire, 3 July 2014). This is a good example of not 









Using the SEM (Sallis and Owen 1997) as this study’s framework, it has been illustrated that 
HCWs KAPs are a complex or multifaceted phenomena. These are shaped by several 
interconnected factors such as the wider structural contexts, organisational and community 
conditions and interpersonal and individual factors.   
At the interpersonal level of the SEM, the findings of this study reveal that the majority of 
HCWs are inclined to give MSM patients advice of a sort, expressed in broad terms such as 
‘professional advice’ or ‘appropriate advice’. There is broad consensus that advice given 
should serve the interests of the patient thus taking precedence over those of the HCW. 
However, as discussed earlier, it was evident that some of the respondents from bother study 
settings were most likely to put their own moral or religious principles first, compared to the 
needs of the MSM patient. Therefore, HCWs cannot effectively provide non-discriminatory 
physical and emotional health services to MSM individuals. Especially when issues of 
religion or personal values that impact on healthcare provision are not adequately addressed.  
Alongside cultural values and norms, religious principles remain very influential at the SEM 
individual and societal levels of influence. Comments like ‘MSM practices go against nature’ 
and are ‘morally wrong’ or that the HCW ‘freaks out’ and becomes ‘completely helpless’ 
reveals strong stigma towards MSM. These behaviours, attitudes and beliefs are largely 
linked to sociocultural or religious influence. Furthermore, though South Africa is a secular 
state, religion, whether indigenous, Christian, Islamic, Hindu or other; plays a major, even a 
dominant, role in every sphere of the SEM model. Any form of sexuality, except 
heterosexuality, is widely seen as irreligious (AIDS Foundation of South Africa, 2013).  
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At the community and individual levels of the SEM, the study findings show that HCW 
beliefs grow from what individuals see, hear or experience in their communities or at 
household levels. Individuals may develop an opinion that they hold to be true and 
unmovable at that time. This is evidenced by the earlier statement that MSM behaviour ‘is 
unacceptable’ and needs to be ‘cured’. Therefore, individual beliefs inform HCW behaviours 
at the organisation level of the SEM. 
Likewise, prevailing HCW attitudes towards MSM at clinic level may be driven by structural 
factors. For instance, the lack of HIV counselling and testing protocols that are tailored for 
MSM at public health facilities may result in the poor capacity of HCWs to respond 
appropriately. Lack of materials or equipment at the organisational level of the SEM, in this 
case, the healthcare facility, sustains the increased marginalisation of MSM individuals and 
violates human rights based on sexual practices. Therefore, lack of appropriate resources 
within the healthcare setting may confirm the view that stigma and discrimination against 
MSM patients is perpetuated; or simply condoned by public health institutions. This is as far 
as HCWs’ ability to respond appropriately to MSM healthcare is concerned.   
Additionally, expression of structural resistance may reveal a political stance. For instance, 
the societal level of the SEM reflects the broader national determinants that ultimately 
influence behaviour. Factors within this cluster are varied but can be inclusive of relevant 
policies and programming, the enactment of legal provisions and state leadership, cultural 
environments as well as predominant power dynamics and relations, as is advised in the 
SEMCHB (Kincaid et al. 2007)  
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The concluding chapter summarises the findings and make recommendations based on how 
much HCWs know, believe and practice regarding the subject of MSM. Recommendations 
will be based on the collected data and aim to help decision-makers to set programme 
priorities and make strategic decisions (WHO 2008). The KAP findings from this research 
project may also assist healthcare facilities to evaluate their current interventions and make 
strategic decisions about future treatment practices for MSM. The discussion will follow a 
format whereby each key finding identified by the KAP results is addressed in relation to the 
SEM and provides the conclusions deduced during data analysis. Recommendations and 
implications for MSM health are highlighted where relevant. 
Invest in sensitisation and gender training 
 
In order to adequately address widely held perceptions of discrimination in public healthcare 
facilities, experiences of under-service, and ignorance in the delivery and provision of MSM 
health information, treatment and care, King Edward VIII hospital focus group respondents 
unanimously identified the need for all public HCWs to be made aware of the biological 
components of diverse sexualities. This includes facilitating a deeper understanding of gender 
constructions and its impact on sexual behaviours, and understanding the diverse emotional, 
psychological and physical health risks that arise from this diversity. This was also echoed by 
respondents from Imbali who expressed interest in gaining more knowledge on sexual 
orientation issues and sexual identity. 
All respondents emphasised the significance of sensitising HCWs to other sexual practices; 
that apart from heterosexuality, there exist practices which have negative implications on 
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health and risk reduction efforts. As discussed in this study, building the capacity of staff is 
the cornerstone of any facility’s ability to address issues of discrimination in an ethical and 
effective way. This study also shows that in resource-poor settings, staff do not receive 
adequate training and support and if they receive training at all, such as the Imbali 
respondents, it is often a single training initiative with limited to no follow-up.   
Therefore, in general, policy makers or healthcare facility managers should consider 
sensitisation training for all staff, from administrators to professional service providers to 
security staff. They should first be sensitized about issues related to MSM and related threats 
to public health. Staff also needs to have a basic understanding of the nature and scope of the 
dynamics of abuse, risk factors and consequences. The results from this study show that 
efforts to sensitise HCWs for increased awareness on MSM health led some HCWs to 
become more tolerant and accountable to the principles of human rights as well as being 
more transparent about their practices around MSM healthcare. From this, it is safe to deduce 
that increased knowledge through access to information has the potential to increase 
understanding and tolerance of MSM issues, thereby reducing negative practices of 
discrimination at public healthcare facilities. 
Professional healthcare staff, including all medical professionals providing direct services to 
MSM, should receive additional and ongoing training on key elements related to intake, 
examination, history taking and record keeping. Specialized staff should also receive ongoing 
support to manage potential challenges of working with MSM, through supervision, in-
service trainings, and case reviews. 
However, the above training recommendations do not ignore the fact that other influences 
such as family, the society or one’s beliefs and values might make the HCW individual revert 
back to unacceptable choices, even if they are knowledgeable about a particular issue. For 
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instance, the reasons for continued attitudinal stances, as this study reveals, are religious, 
cultural and societal values; while the high tolerance levels (not acceptance levels, though) 
were largely due to availability of information which dispelled misconceptions about MSM 
issues. Therefore affirming the SEMCHB’s need for HCWs to be equipped with extensive 
communication and information to increase their knowledge on diverse sexual behaviours - 
especially ‘gay’, ‘lesbian’, ‘transsexual’, ‘bisexual’, and ‘intersex’ or ‘MSM’. Respondents, 
throughout both focus group discussions, expressed the need for increased MSM information 
as this has been credited with limiting levels of perceived homophobia within healthcare 
settings, and in encouraging trust between patient and HCW.  
Fostering effective practices at the organisational level of the SEM is a good way to change 
negative organisational culture and foster behaviour change. Through a series of interventions 
which ensure success, HCWs can learn to increase their self-efficacy. Together with 
increasing self-efficacy, modelling and guided practice are good ways to foster behaviour 
change efforts. All that remains is the need to demonstrate benefits from maintaining the new 
behaviour which outweighs negative influences or benefits of returning to the previous 
behaviour (Fielding 2014). This will hopefully trickle down and influence aspiring and young 
HCWs. As seen from the organisational and community levels of the SEM, behaviour is 
influenced and modelled by old influences and by the more experienced members of a 
community. Various incentives and disincentives traditionally helped people to adhere to 
strict protocols of desirable behaviour (Fielding 2014). 
Challenge family, group and societal norms to effectively address prevailing HSWs’ KAPs  
 
Behavioural and epidemiological data indicates that MSM in South Africa have high levels of 
HIV risk behaviour and high HIV prevalence, due to the high levels of stigma, 
discrimination, and violence faced in communities in which they live (Sandfort 2011). This is 
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also echoed by Beyrer et al (2011), who suggest that epidemics of HIV among MSM in low 
and middle-income countries are partly driven by discrimination, human rights abuses, 
cultural and religious influences, and a lack of appropriate healthcare and prevention 
strategies.   
In relation to the SEM, data from this study highlights that prevailing HCWs’ attitudes and 
behaviours towards MSM do not occur in isolation to the individual, but are also influenced 
by social pressures. For example, in terms of being open minded about different sexual 
orientations within their communities, the majority of respondents from both study settings 
acknowledged that in general, people did not easily accept MSM behaviours. Some of the 
reasons cited for the non-acceptance were lack of knowledge about sexual minority groups 
and the perception that all men who have sexual relations with other men were ‘not normal’ 
in terms of cultural perspectives and religious values.  
At the organisation level of the SEM, lack of respectful care and support from HCWs at 
clinics may discourage or undermine the adoption or maintenance of positive health seeking 
behaviors among MSM patients (WHO 2014). In addition, HCW KAPs might directly affect 
the wellbeing of MSM patients and the relationship between patients and HCWs (WHO 
2005). Furthermore, negative attitudes and practices of HCWs could undermine the quality 
provision of care and the effectiveness of MSM promotion prevention and treatment efforts, 
in addition to compromising their essential right to dignified and respectful healthcare (WHO 
2014). Therefore the KAPs of HCWs are an important determinant of MSM health seeking 
behaviors and outcomes (Buttiens et al. 2004). This includes their ability to enjoy their basic 
rights and freedom from HCW ridicule and discrimination, and the access to high standards 
of holistic interventions which include physical and mental healthcare. A recent statement by 
the WHO (2014) calls for greater attention, research and advocacy around the maltreatment 
of all patients in public health facilities. 
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Address structural factors in addressing HCWs’ attitudes and practices 
 
In relation to the SEM’s four levels of influence and as discussed throughout this study; 
various factors hinder effective provision of healthcare to the MSM population. These 
include cultural and religious norms, HCW KAPs and most importantly, the lack of a right’s 
based approach which highlights the significance of human respect and dignity. A human 
rights based approach also pays attention to the needs of individuals and if implemented 
correctly – coupled with appropriate training, can address HCW KAPs and the inadequate 
and poor access to comprehensive MSM healthcare.  
The latter, access to comprehensive healthcare, has recently received greater attention as a 
key reason for high HIV incidences in South Africa (Sandfort 2011). Therefore, there is a 
need for a conscious effort to be made by healthcare policy makers to ensure there is a 
coherent understanding among HCWs on the existing policy provisions that equally apply to 
MSMs. This might require establishing zero tolerance and legally binding policies and 
obligations at clinic level, which guides the conduct and practice of all public HCWs in 
upholding the rights of MSM patients.  
Importantly, a rights-based approach must be adopted across all interrelated public sectors 
when designing and delivering MSM services. The WHO (2014) defines such an approach as 
one where human rights norms and principles are included in the design, implementation, 
monitoring and evaluation of programmes and policy. These norms and principles include 
human dignity, addressing the needs and rights of vulnerable and marginalized populations, 
accessibility to comprehensive healthcare systems, and freedom from discrimination based on 
sexual practices or gender identity (WHO 2015). The recognition and the upholding of 
human rights in service design and implementation requires addressing the SEM’s multiple 
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and interrelated factors, especially those which potentially lead HCWs to deny MSM their 
basic and fundamental human rights. 
Evidence from this study also shows that though there are increased efforts to sensitise 
HCWs, most are not adequately equipped to provide advice on the risks of anal sex and the 
acquisition of STIs. Though some HCWs received additional technical training from private 
institutions, not all public facilities benefited, because government-supported training 
programmes remain scarce. Thus, coverage of MSM friendly healthcare services is still very 
limited, or invisible in most public facilities, including those who received training.    
To address issues of resource limitations and staff shortages in public facilities, and as 
discussed at the beginning of this study, a recommendation of contracting independent 
specialists or experts should be considered. These specialists and experts must be specifically 
orientated and supported to provide appropriate healthcare for MSM patients at public 
facilities. Collaboration with qualified specialists in the field of MSM health can reduce the 
skills and expertise gap as currently experienced in the public sector, and encourage MSM 
individuals to seek health interventions as provided through state health spaces.  
Structural and policy related interventions are often difficult for one agency to successfully 
implement on their own. Therefore collaboration among several agencies, groups or 
organisations including private general practitioners and individual healthcare professionals 
is needed (McDonald et al. 2012).  
“Disagreements and conflicts” over roles and role boundaries and a lack of shared decision-
making suggest that “issues of power and authority are important factors in these 
relationships and influence the patterns of collaboration” [Kirby et al. 2008:77). Therefore 
“trust and respect are also important enablers of collaboration and mistrust and perceived lack 
of respect are barriers” (Bradley et al. 2008:387–398). Van de Ven and Walker (1984) argue 
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that, in the health context, relationships established for the purpose of referring patients are 
developed on a case-by-case basis. The authors add that these relationships should ideally be 
“less formalised and rely more on personal knowledge and trust among interacting parties” 
(Van de Ven and Walker 1984:598–621). However, referring MSM patients elsewhere may 
discourage them from seeking public health interventions and risk disempowering public 
HCWs to learn and apply new skills related to sexual minority healthcare needs. Therefore 
the best solution may be to embark on introducing a nursing curricular related to MSM health 
for aspiring nurses, or introduce extensive sensitization training programs for existing public 
HCWs. This strategy will ensure that every HCW is held accountable when dealing with 
sexual minority groups or with MSM patients.   
In addition to being held accountable for their practices, HCWs represent one of the more 
highly educated and influential groups within African societies (Elwyn et al. 2012). 
Undoubtedly, HCWs’ perspectives of MSM individuals impact their professional interactions 
with this population. Their social responsibilities to MSM issues, independent of their 
provision of medical care, may influence others at all the interrelated levels of the SEM. 
Apart from their role as provider of healthcare, HCWs are an important factor in determining 
how communities view MSM individuals. Therefore, as role models or influential opinion 
leaders at all levels of the SEM, HCWs must foster downward accountability as advocated 
for by the Batho Pele Principles. Not least because it builds trust between HCWs and 
patients, but also helps to model good practice for MSM communities to be more accountable 
for their own healthcare.  
At the structural level of the SEM strong political leadership that invests more in healthcare 
workers is desirable, since HCWs are instrumental in closing the gap between health policies 
at a structural level, and implementation at the organisational levels. Though the DoH is in 
the process of implementing some reforms in terms of strategy, infrastructure, service 
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delivery and increasing the staff complement by over 17 000 new employees for the year 
2015/16, this sector remains overstretched to an extent (Barron et al. 2009) 
While government’s spending on health matches that of the private healthcare sector, it must 
be noted that many HCWs are not adequately equipped to address issues of same-sex 
practices.  This may result in MSM avoiding public health services out of fear of being 
ridiculed (Bodibe 2011). This study reveals that when public HCWs are supported through 
knowledge and availability of appropriate tools and resources, such as those provided by the 
private healthcare sector, they were more likely to be tolerant and understanding towards 
MSM. Especially when they had prior training and knowledge about MSM health issues, or 
were aware of other types of sexual behaviours.  
It is clear that negative KAPs are often related to poor working conditions, which include 
heavy workloads, long working hours, and shortage of equipment appropriate to MSM health 
provision. Other key factors influencing negative attitudes and practices were individual 
attributes such as beliefs and personal values, as well as perceptions of negative patient 
behaviors which include delayed testing and counselling and prevention seeking, or apparent 
lack of compliance with healthcare information advice. Mannava and fellow researchers 
(Mannave et al, 2015), states a similar conclusion was reached in a USAID review which 
reported that factors such as health worker status, prejudice and demoralization related to 
poor working conditions contributed to disrespect and abuse of patients in healthcare 
facilities (Bowser and Hill (2010). 
In addition to this, and as discussed in the literature review, competent public HCWs are 
required to strengthen the national government’s potential to meet its strategic objectives on 
HIV, STI and TB plans. HCWs need to be well supported to effectively fulfill their duties in 
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the provision of services to the general public, including effectively providing appropriate 
MSM healthcare.  
At the policy level of the SEM, there is also a need to use key moments like the review of the 
NSP on HIV/AIDS, STIs and TB more effectively to extract commitments and hold key 
players to account. This calls for disaggregated health budgets to be made available by policy 
makers in order to track how MSM health allocation is being addressed through national 
budgets. This includes availability of MSM friendly resources and services such as HIV 
treatment, free condoms, mental health services, circumcision, and mass-media campaigns to 
reduce both HIV ignorance and homophobic attitudes.  
Even where there are weak, absent, or ineffective MSM healthcare practices, public 
healthcare facilities should enforce and strengthen whatever government policies that exist. 
This include the Batho Pele principles, the NSP on HIV/AIDS, STIs and TB and the South 
African Constitution, among others. Such policies must be made operational to lay the 
foundations for current and future HCW practices as well as model good practice. Health 
facility managers need to ask themselves how these models can be fully utilized to effectively 
balance dynamics between HCWs, patients, families, relationships, friends, and communities. 
There are obviously other factors which need to be identified and greatly explored, analysed 
and understood in terms of how the adaptation of these principles in public facilities will 
entail. 
Address power dynamics at all levels of SEM  
 
Power is understood as the ability to influence decisions and control resources. This is 
generally in line with the definition of power in the literature (Black 2005, Branigan 2006, 
Brown 1989). According to an article titled Patients and nurses: A powerful force (1964), 
though the ability to influence is intimately linked to the concept of power, it is important to 
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clarify the difference between influence and power. Influence is the capability to make others 
do what you want them to do. Power is the source of that influence. Having power does not 
mean one has influence because power must be converted into influence. The latter is 
important when we examine the extent to which individuals and or healthcare facilities within 
the broader structural context have power, which they do or do not use to influence how 
decisions are made. For example, HCWs play a significant role in influencing relationships at 
all levels of the SEM. Their attitudes also play a large role in influencing the behaviours of 
individuals at household, individual and community levels (McLeroy et al, 1988).   
It is also important to emphasize at the outset that power should not be seen as something 
negative. What is important is how it is used. It can be used to achieve the country’s NSP 
vision for healthcare or it can be exercised in a manner that undermines what public health 
policies seek to achieve. The focus of the recommended power analysis is the use of power, 
which should be aligned to the country’s Constitution and facilitates achievement of the 
country’s strategic health objectives. 
This study has recognized that if governments are to effectively address unequal power 
relations in society and within communities, it must do the same closer to home: within their 
own departments. This calls for a power analysis within all government departments as 
interrelated entities. Power imbalances between the structural level to the organisational level 
are manifested through the disjuncture between policy recommendations and approved 
strategies and implementation of these. This is increasingly being manifested at the individual 
level of the SEM through the ineffective provision of services to MSM, which increasingly 
results in high HIV infection rates.  
This study recognizes that unequal power relations are present at the organisational level of 
the SEM and the individual level and these are often hidden or exercised informally. It is 
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therefore important that an analysis of power dynamics at different levels of the SEM be 
undertaken with concrete strategies to address the issues arising. 
Public health provision is a complex issue reflected in the number of governance structures at 
different levels, diversity in specific policies, a wide variety of healthcare specialists and a 
significant number of healthcare programmes to combat diverse health issues across the nine 
provinces. The issue of power is equally complex: “Power is dynamic, relational and 
multidimensional, changing according to context, circumstance and interest” (Just Associates 
2015: 3). Despite the complexity of MSM health issues and the issue of power, the analysis 
which needs to be done must be simple and practical.  
The analysis should also take into account that healthcare policies are sometimes overly 
focused on the public sphere (government and formal duty bearers) but need to do more to 
challenge cultural, traditional and religious power, building critical analysis and 
understanding of hidden and invisible power in the healthcare sector. Therefore, there is a 
need to challenge the most deep rooted and internalised oppression – the most difficult to 
change – through a sustained process of conscientisation. There is a need to value small 
changes in attitudes and social norms which may take a long time – and this is not always 
easy when the NSP on HIV/AIDS, STIs and TB reflects on its outcomes. There is also a need 
to do deeper analysis of how power dynamics play out in the area of MSM healthcare and 
marginalization. 
Power analysis needs to encompass the policy level, the implementation level, the community 
level and the individual level of the SEM. Individual policy makers, managers, other HCWs 
and MSM patients must be part of this process to ensure that all parties are the change they 
want to see - to be coherent, to reflect on and transform their own privileges and how power 
is exercised.  As evidenced from this study, MSM health needs are never straightforward, so 
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there is a need to continually support both understanding and communication of distinctive 
practices with MSM patients, communities, governments, and donors.  
Improve internal systems 
 
More time needs to be spent critically discussing HCWs’ KAPs and its relation to internal 
healthcare facility systems and processes, exploring how these KAPs facilitate or hinder the 
Batho Pele principles. At the same time, whilst there is need to be culturally sensitive towards 
MSM, there is also a need for strong leadership to foster HCW practices which build long 
term sustainability and trust among MSM communities at the levels of the SEM. According 
to the CDC (2014), trust between HCWs and patients means that the patient is comfortable 
entrusting personal and private information to the HCW. As HCWs interview patient, patients 
may divulge information about lifestyle and personal choices which may be deemed risky 
behaviors, or even illegal such as sex work or injection drug use. In addition, some MSM 
patients may reveal that they reside in South Africa illegally and fear being deported or 
marginalized. It is therefore extremely important that HCWs protect all MSM confidential 
information, including the patient's diagnosis, and assure the patient that this information will 
not be shared with others, other than required by the law (CDC 2014).  
Invest in monitoring and evaluation activities 
 
Finally, a constant reinforcement of how HCWs contribute to monitoring and evaluation of 
service provision to MSM is needed. Monitoring and evaluation of MSM interventions at 
clinic level is important in order to determine the effectiveness of healthcare interventions. 
This includes assessing whether healthcare policies have achieved intended behavioral 
outcomes, determining the cost effectiveness of such programmes.  
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In summary, there are three important reasons HCW should be part of the broader monitoring 
and evaluation processes of healthcare interventions: to be accountable to communities (and 
thereby empower MSM patients to hold HCWs and policy makers accountable); to build 
momentum and evidence behind innovative alternatives; and to learn new health trends that 
are happening and testing policies.   
At the same time, many sectors have been experiencing an increase in public pressure for 
accountability. The public in ‘donor countries’ want to know how their governments are 
distributing and accounting for aid, how beneficiary countries are using their resources and 
how communities benefit from investments made. This increased demand for results is 
compounded by austerity measures imposed by conservative governments and by a narrative 
adopted by some political parties which blames foreign aid for the consequences of those 
austerity measures.  
Healthcare facilities need to be more accustomed to concepts such as ‘value for money’, 
‘quality of data’, and ‘results’, which have become more prominent in both donor 
accountability frameworks and in everyday language. At the same time, communities and 
individuals are more aware that governments receive funding that is meant to benefit them 
and they are somehow disillusioned about their accountability. People lacking health services 
demand evidence of how externally funded healthcare programmes are helping them directly.   
This calls for strong commitment to invest in monitoring and evaluation of healthcare 
activities intended for MSM. Though these discussions are held by the national, the 
provincial and district governments, there is not enough discussion taking place as to what 
sort of monitoring and evaluation tools are being adopted. Therefore these need to be clearly 
visible and communicated if power is to be shifted. The changes advocated for in the NSP on 
HIV/AIDS, STIs and TB are not impossible to achieve and measure but they certainly 
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represent a challenge especially if there are no clear monitoring and evaluation processes to 
monitor progress and impact. There has been a countrywide genuine willingness to 
understand what difference South Africa is making in achieving the NSP on HIV/AIDS, STIs 
and TB’s main priorities, which are: first, to reduce new HIV infections by 50% and, 
secondly, to reduce the impact of the epidemic by extending access to appropriate treatment, 
care and support to 80% of people diagnosed with HIV (DoH 2012). However, it still remains 
unclear what is the best way to assess or monitor this. As this study pointed out, the process 
of change is far from linear thus simple measurements of cause and effect do not adequately 
capture the messiness of long-term, complex social change programs. In addition, in order to 
have meaningful monitoring of change at local level, there is a need for contextual data 
collection and interpretation adding to the complexities of measuring change at national level.  
Final remarks 
 
This qualitative study was limited in its scope, however, data collected uncovered numerous 
factors which impact HCWs’ prevailing KAPs and how these can be mitigated or addressed. 
This research lays the foundations for further inquiry into other key areas of HCWs’ practices 
within the public health sector and other related government sectors. If additional studies are 
to benefit MSM, these should take into consideration that practices, behaviours and attitudes 
of HCWs towards MSM are far from being an individual perception alone. Rather, they exist 
within the broader structural, organisational, cultural, social, political and religious 
frameworks which are exposed at the organisational level through interactions with patients.  
One of the key overall reflections that arose from my analysis was the need to acknowledge 
that these multiple and intersecting factors or elements of the SEM are somehow woven 







The list of individuals interviewed in focus groups, and those who participated in the self-
administered questionnaires and recorded during the research process are not listed here due 
to ethical reasons. Healthcare workers requested that their names not be mentioned in the 
study thesis; hence respondents from both study settings were allocated numbers and referred 
to as “respondent 1” all the way to the sixteenth respondent, followed by their location and 
date of interview. 
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Appendix 1:  Information sheet and consent form 
 
Assessing knowledge, attitudes and practices , practices and prevailing attitudes of 
KwaZulu-Natal health professionals towards men who have sex with men  (MSM): 
exploring  access to mainstream public health care services 
Who I am and what I’m doing 
Hello, my name is Precious Greehy. I am a Masters student at the UKZN.  I am working on a 
study titled: Assessing knowledge, attitudes and practices , practices and prevailing attitudes 
of KwaZulu-Natal health professionals towards men who have sex with men  (MSM): 
exploring  access to mainstream public health care services  I am trying to find out more 
about knowledge and attitudes towards men who have sex with men in your work 
environment.   
 
Your participation 
I am asking you whether you will allow me to conduct one interview with you about your 
knowledge and opinions on this group. If you agree, I will ask you to participate in one 
interview for less than an hour. I am also asking you to give me permission to tape record the 
interview. I usually tape record interviews so that I can accurately record what is said. 
 
Please understand that your participation is voluntary and you are not being forced to take 
part in this study. The choice of whether to participate or not, is yours alone. If you choose 
not to take part, you will not be affected in any way whatsoever.  If you agree to participate, 
you may stop participating in the research at any time and tell me that you don’t want to go 
on. If you do this there will also be no penalties and you will not be prejudiced in any way.  
 
Confidentiality 
Any study records that identify you will be kept confidential to the extent possible by law. 
The records from your participation may be reviewed by people responsible for making sure 
that research is done properly, including members of the ethics committee at the University 
of KwaZulu-Natal. (All of these people are required to keep your identity confidential.)  
Otherwise, records that identify you will be available only to me since I am working on the 
study, unless you give permission for other people to see the records. 
 
The information you provide will not be published in such a manner that you are identified as 
having provided the information. All identifying information will be kept in storage at my 
home for a period of 5 years and subsequently destroyed. Access to this information will be 
granted only if I was requested to by the University’s ethics committee or other researchers. 
However, when this information is passed on it shall be done such that you cannot be 
identified as having provided the information to use. If a need for disclosing your identity 
arises you shall be contacted by me and it shall only be done with your expressed written 
approval. 
 
In any publications I will refer to you by a code number or pseudonym (another name). 
 
Risks/discomforts 
At the present time, I do not see any risks in your participation. The risks associated with 





There are no immediate benefits to you for participating in this study. However, this study 
will be extremely helpful in developing ways to deal with societal differences and attitudes 
towards men who have sex with men.  
 
If you would like to receive feedback on my study, I will record your phone number and/or e-
mail address on a separate sheet of paper and can send you the results of the first wave of this 











Who to contact if you have been harmed or have any concerns  
This research has been approved by the UKZN’s Research Ethics Committee. If you have 
any complaints about ethical aspects of the research or feel that you have been harmed in any 
way by participating in this study, please call the UKZN’s ethics hotline.... (Tollfree when 
phoned from a landline from within South Africa). 
 
If you have concerns or questions about the research you may call me on (031) 261 3296 or 
060 910 9240 or Dr Lauren Dyll-Myklebust, (CCMS, UKZN), 031 2601813, email 





Assessing knowledge, practices and prevailing attitudes of KwaZulu-Natal health 
professionals towards men who have sex with men (MSM): exploring access to mainstream 
public health care  services. I understand that I am participating freely and without being 
forced in any way to do so. I also understand that I can stop participating at any point should I 
not want to continue and that this decision will not in any way affect me negatively. 
 
I understand that this is a research project whose purpose is not necessarily to benefit me 
personally in the immediate or short term. 
 
I understand that my participation will remain confidential. 
 
…………………………….. 
Signature of participant                               Date:………………….. 
 
In signing above I hereby agree to be interviewed and for notes to be written during the 
interview should the need arise. 
 
In further signing below I hereby agree to the tape-recording of my participation in the study 
(Please note that if you do not agree to the tape-recording of the interview you must not 


















Appendix 2: Interview questionnaire 
This questionnaire addresses your knowledge around various health issues.   
1. It has been argued that HIV prevalence among MSM is disproportionately higher than 
among other men in South  Africa, what are your views around this?   
2. Does discrimination and stigma towards MSM prevent them from accessing health 
services?   
3. What are your views of anal sex?   
4. What is the likelihood of HIV transmission from anal sex? Is it higher than from 
vaginal sex?   
5. Can you name a few principles which guide the health care profession in South 
Africa?  
6. What are your views  regarding the National Strategic Plan for HIV and AIDS (2012 - 
2016) inclusion of MSM as a population group requiring focused HIV prevention, 
treatment and care services?  
7. In your workplace, how do other clinicians act as role models in the provision of 
inclusive health services?   
 
This section addresses personal attitudes towards MSM  
 
I will say the following sentences and you will complete these after me. Please explain 
your statement in detail. 
 
1.         When a man prefers having sex with another man… 
[ ]  it makes me feel uncomfortable, I don’t understand men  who behave like that 
[ ]  it does not bother me, people are different and therefore free to have sex with who  they 
wish 
[ ]  I avoid these people and these issues, I do not want to be bothered 
[ ]  It makes me angry and aggressive, I do not like it when men do that 
[ ]  I will do what is needed (e.g. beat him)  to like a man should 
 other________________________________________________ 
 
2 I believe that MSM… 
[ ]  are confused because God made two sexes and two sexes only 
[ ]  can be cured 
[ ]  are just seeking attention 
[ ]  are born this way and are not to blame for being different 
[ ]  are none of my concern; I have no interest in these issues 
[ ]  are a nuisance to society, they should all just live together somewhere else 
[ ]  We are all equal despite our differences 
Other____________________________________________________ 
 
3 If a child displays an inclination toward items and behaviours attributed to the 
opposite sex, parents should… 
[ ]  insist that they dress and play with toys appropriate to their own sex 
[ ]  be encouraged to explore (e.g. with toys or clothes) their maleness and/or femaleness as 
they wish 
[ ]  I am not concerned with these issues 
[ ]  not pay attention to it, if they ignore it, they will lose interest. It is just attention seeking. 





4 If I found out that my patient has sex with other men, I would… 
[ ]  distance myself from  them, I do not want to be associated with someone like that 
[ ]  protest and convince them to come to their senses 
[ ]  privately encourage them to seek counselling and advice to be absolutely sure, they are 
probably just confused 
[ ]  not respond, I do not want to know.  
[ ]  freak out, I would be completely helpless. I don’t know of any places or resources that 
could possibly help them 
[ ]  tell them to do what they want with their life, it’s theirs not mine. 
other__________________________________________________ 
 
5 If I found out that someone in my family (male partner, sibling, child, etc.) 
wanted to have sex with other men, I would… 
[ ]  disown them, I do not want to be associated with someone like that 
[ ]  give them a good beating to set them straight 
[ ]  privately encourage them to seek counselling and advice to be absolutely sure, they are 
probably just confused 
[ ]  not respond, I do not want to know.  
[ ]  freak out, I would be completely helpless. I don’t know of any places or resources that 
could possibly help them 
[ ]  tell them to do what they want with their life, it’s theirs not mine. 
other_____________________________________________________ 
 
6 If I a fellow nurse calls me to discuss an MSM patient , I would… 
[ ]  advise them to respect the patient’s privacy 
[ ]  Come and give the patient a good talking to, to set them straight 
[ ]  privately encourage the patient to seek counselling and advice to be absolutely sure, they 
are probably just confused 
[ ]  not respond, I do not want to be associated with men who have sex with other men.  
[ ]  freak out, I would be completely helpless. I don’t know of any places or resources that 
could possibly help them 
other_____________________________________________________ 
 
7 Overall I think men having sex with other men is… 
[ ]  morally wrong/a sin 
[ ]  okay if it helps an individual to live a life that corresponds to how they feel  
[ ]  okay if they don’t sleep with women as well 
[ ]  not okay under any circumstances, it is against the laws of nature 




This section addresses your professional practice/ exposure to MSM 
1. In your understanding, what is the difference between gay or MSM?  
2.  The use of a non-judgemental approach to history taking can give patients the 
opportunity to discuss delicate issues with health care providers. What are your own 
experiences around this?   
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3.  Have you ever asked a patient to disclose the sex of their partners, or the type of sex 
they have? Why?   
4.  If a male patient reports having male partners, do you also ask about anal and genital 
symptoms?  
5. In your understanding what is an anogenital exam? When is this performed?  
6.  What may cause an anal discharge and bleeding in a male patient? 
7. What are the uses of an anoscope? 
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